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Budgetary Control 


GUY J. CLARK 


BUDGET IS A STATEMENT of anticipated in- 
A come and contemplated expense. Gener- 
ally speaking, it falls into those two broad 
classifications—expense and income. Some place 
more emphasis on control and preparation of ex- 
pense and give income secondary consideration; 
others place the reverse emphasis. It is not at all 
difficult to prepare a balanced budget if one 
approaches the job from a rather lackadaisical 
standpoint of making the budget balance by— 


1 under-estimating the expense that you have 
reason to believe will be incurred or, 


2 over-estimating the income that past experi- 
ence and good judgment would indicate. 


The preparation of a budget should, therefore, 
be an honest effort to forecast the future operation 
of a hospital or any other business. Income as well 
as expense should be given full consideration. 


It is relatively a simple procedure to instruct an 
assistant to prepare a budget for a given period, 
if the instructions do not carry any more implica- 
tion than to take the previous year’s income and 
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expense and fill in the form in the proper places 
and call that a budget. If the responsible officer 
could be convinced in his own mind that the price 
of commodities would remain stationary, that 
there would be no change in salary and wage 
schedules or hours of work, that the volume of in- 
patient and out-patient service would remain 
approximately the same as the previous year, the 
development of a budget would be of very little 
concern and would not weigh heavily on those to 
whom the task is usually assigned. 


Experience, however, teaches us that officers 
are constantly faced with changing circumstances 
and if such were not a fact, executive positions 
would become routine. If circumstances did not 
change it is questionable whether there would be 
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any demand for capable and efficient hospital 
administrators and comptrollers. It can be stated 
without fear of contradiction, that it is incumbent 
upon the hospital administrator, if a proper budget 
is to be developed, to seek information and opin- 
ions, as well as the judgment of department heads, 
such as comptroller, purchasing agent, and others 
in responsible positions, and request their colla- 
boration in this particular endeavor. 


Conditions Which Might Affect a Budget 


There are many conditions which might effect 
a budget, a few of which I will outline: 


1 The financial status of the hospital at the time 
the budget is being prepared—lIf the given insti- 
tution is in a financial position where all bills are 
being discounted and a relatively snug surplus is 
available, it is reasonable to expect that that insti- 
tution might easily assume an attitude of liber- 
ality in the allocation of funds for the various 
departments. It is also easy to understand that 
they might give consideration to the replacement 
of certain equipment when enjoying such a sound 
financial status. If, on the other hand, the institu- 
tion has a sizeable operating deficit for the pre- 
ceding year and, perhaps, one which has accumu- 
lated for several years, the person assigned the 
duty of the preparation of the budget should most 
certainly attempt to determine why such deficit 
occurred and take the proper steps to eradicate or 
eliminate these leaks at the earliest possible time. 
If, during the period of making the budget, no 
consideration is given to the financial status of 
the hospital it is, perhaps, a waste of time to 
pursue this assignment. 


2 The possible situation in the local community 
—The economic condition of the country as a 
whole may be normal, but the local situation may 
be affected by several conditions. As an illustra- 
tion—the particular district in which a hospital is 
located might be suffering to some degree from a 
crop failure due to drouth, the closing of a par- 
ticular manufacturing plant which would throw 
many persons out of employment and, therefore, 
they would be unable to pay for hospital care. 
Such conditions and many others that could be 
enumerated would affect the income of the hos- 
pital, not only from the standpoint of a reduction 
in hospital occupancy, but a definite decrease in 
cash income. 


3 The general change in the economic situation, 
particularly as it might affect salary schedules and 
commodity prices—Inasmuch as salaries account 
for from 50 to 65 per cent of the total operating 
expense of a hospital, a sudden change in salary 
schedules could quickly upset a well intended 
budget. It is, therefore, very important that the 
trends in salaries, wages, and commodities be 
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studied and weighed from every angle at the time 
the budget is prepared. 


4 Prospective changes in hospital bed capacity 
in the community and a full realization of how it 
might affect the occupancy of the hospital—If the 
administrator or other persons responsible for the 
preparation of the operating budget were in- 
formed that a new hospital under construction 
would be in operation the following year, and 
such expansion of community facilities would 
increase the total bed capacity by say 10 per cent 
without an increase in demand for hospital care, 
such condition might very greatly affect a hos- 
pital’s financial status. The effect would, perhaps, 
be twofold: (1) a reduction in occupancy with a 
corresponding reduction in income, and (2) the 
reduction in expenditures would not be in relation 
to the reduction in occupancy for the same reason 
that you would not be able to reduce salaries and 
wages to make up the loss in revenue. 


5 The general condition of business throughout 
the country as it might affect the income of secur- 
ities—This condition would be of particular im- 
portance to a hospital if it is dependent to a 
certain extent upon endowment income. 


6 Proper or improper recording of in-patient 
service—This is a subject which has been given 
too little consideration. The hospitals of the entire 
country would find it to their advantage in the 
future if they were in a position to demonstrate 
by actual statistics the amount of community ser- 
vice rendered. In speaking of community service, 
it is not intended to convey the impression that 
that means free service only, but a proper record- 
ing of allowances as well as part-pay days. The 
effort to properly record community service 
should be in the form of a definite policy to make 
every effort through an intelligent and conscien- 
tious plan, to determine ability of patients to pay 
and properly record such service, rather than to 
set it up on the books as an account receivable, 
eventually to be charged-off as a bad account. 


Policies of the Hospital and Their Relation to the 
Preparation of a Budget 

The person assigned the obligation of the prep- 
aration of a budget should be thoroughly familiar 
with the operating policies in effect in that institu- 
tion. It has been my observation and experience 
that in some instances bookkeepers or other indi- 
viduals have been asked to prepare a budget and 
were not informed of certain changes which 
would affect income and expense. If a budget is 
to be adequate and properly prepared it should 
make provision for changes in policy which are 
under consideration by the governing board, and 
may be adopted by that group. Perhaps it would 
be well at this particular time, to illustrate the 
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point which I am attempting to make. Let it be 
assumed that several new members have accepted 
appointment to the board of trustees. These indi- 
viduals are rather influential in the community, 
and bring a new viewpoint and a change in policy 
previously in effect by the preceding board. It is 
decided, on the insistence of the new governing 
board, that the hospital will devote a greater por- 
tion of its ward beds to free and part-pay service, 
and adopt a more lenient policy regarding col- 
lection of accounts. If such condition did prevail, 
and I have known of such cases, and the person 
assigned the obligation of preparing the budget 
did not take such change in the policy into con- 
sideration, the result would be a very definite re- 
duction in income unless new sources of revenue 
had been provided by the board in adopting the 
change in policy. Citing another illustration might 
be of value. A particular board of trustees has 
been influenced by the medical staff to purchase 
a considerable amount of new equipment. No pro- 
vision has been made in the past for depreciation 
of this equipment. No board could expect an 
administrator to meet this situation unless provi- 
sion was made for raising the funds or unless a 
change in policy regarding rate structure was 
adopted. 


After Preparation—Then What 


The administrator and his associates may devote 


a considerable amount of time to the prepara- 
tion of the budget. If they have been conscientious 
in this particular task and then immediately place 
the finished product in the file for occasional ref- 
erence, they have not only wasted their time but 
they have failed to make use of one of the tools 
of management which may spell success or failure. 


There are a limited number of persons who can 
successfully carry on a business enterprise with- 
out a budget. I have known some few hospital 
administrators in this category. Those that are so 
fortunate as to do a splendid job without a budget 
are a small minority. Unless one has the ability 
to closely follow the operation of each department, 
it certainly would not be wise to follow the prac- 
tice of operating without some budget. 


It is not beyond the memory of persons now 
closely associated with the hospital field, that 
during the rapidly expanding business years from 
1920 to 1930, it was fashionable to have large oper- 
ating deficits, as money was plentiful and some 
board members did not believe that a hospital 
was carrying out its obligation if a deficit was not 
incurred. Such a condition was not at all unusual 
as there were members of the boards of trustees 
who expressed a great deal of satisfaction and 
community pride in being able to assume the 
obligation of paying off the operating deficit for 
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the given year. I think it is safe to say that the 
majority of those individuals would never have 
been in a financial position to assume such obliga- 
tion had they operated their own business in the 
same way that they permitted the hospital to 
operate. 


Information Needed by Administrator in Order to 
Control His Budget 


Let us assume that it has been definitely decided 
that a budget is a useful tool in the management 
of a hospital. It is further agreed that it is the 
desire of all concerned to control the budget as 
approved. If an administrator has built a sound 
foundation, that is, a well thought out and well 
prepared budget, a gust of wind or a minor change 
in conditions will certainly not wreck it. If he has 
taken into his confidence those department heads 
upon whom he is dependent to a great extent for 
the expenditure and the careful and watchful 
supervision of the hospital funds, he is likely to 
obtain good results. It is generally agreed that it 
is part of the obligation of the department head 
to assist the management in the control of the 
budget which will permit the smooth operation 
of the machinery to provide community service 
and meet community need. The administrator 
cannot delegate authority to supervise a depart- 
ment unless he has adequately informed such per- 
son of his obligation to carefully watch the use of 
supplies and the time consumed for a given ser- 
vice. 


Just what information should the administrator 
expect to receive from the comptroller or the 
bookkeeper in order that he can control his 
budget? Personally, I think that he should know 
the budget to date for the current period; that he 
should have available at the earliest possible date 
each month, the total expenditures, broken down 
by department. He should have the operating cost 
for a like period for the preceding year for com- 
parative purposes, and where possible, this infor- 
mation should be broken down by departmental 
expense. This information would provide the ad- 
ministrator with evidence of the trend of expendi- 
tures and would inform him of any department 
that is exceeding its budget and those that are 
under their budget. 


It is not feasible at this time to go into the many 
ramifications of what one may think, but suffice it 
to say that no person can exercise adequate con- 
trol of income and expense unless he receives 
from his associates sufficient information to pro- 
vide him with the knowledge required to analyze 
the operation. Naturally, the administrator will 
expect to have prepared for him, a daily report 
sheet which will keep him fully informed of the 
day to day operation. It is, obviously, impossible 
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in a large modern hospital with all of its many 
ramifications, for the administrator to supervise 
every single expenditure, and he must of necessity 
delegate authority to his associates. If the obliga- 
tion is placed on the comptroller to authorize 
expenditures up to a fixed limit, then the comp- 
troller should be expected to inform the adminis- 
trator when requests are received for approval of 
purchases which would exceed the limit granted. 
No administrator or board can successfully con- 
trol a budget unless they are adequately informed 
of the needs of the hospital, and are sufficiently 
acquainted with the departmental requirements 
that they can say “no” when the occasion de- 
mands. 


The Relation of the Purchase, Receipt, and 
Disbursement of Supplies to Budgetary Control 


To do an effective job of budget control, cooper- 
ation must exist among the various departments. 
Cooperation is an essential factor if best results 
are to be obtained in any endeavor. In private 
business the sales manager will concede that the 
purchasing agent has some influence on sales pol- 
icy. It is often said, that a commodity purchased 
for resale at a favorable price is half sold. An 
institution may have a well qualified, excellently 
trained purchasing agent who purchases all mer- 
chandise and receives full value for dollars ex- 
pended. If such person is hampered by an inef- 
fective or poorly organized receiving room, which 
will sign for any merchandise, regardless of qual- 
ity, or fails to make an accurate count of the 
merchandise received, the value of good purchas- 
ing is of no avail. If a hospital has a good pur- 
chasing agent, a good receiving clerk, but an 
antiquated system of distribution of supplies, and 
a poor floor control, the gains made by the effec- 
tiveness of the purchasing agent and receiving 
clerk may very well be lost. An incompetent or 
uncooperative person in charge of disbursements 
of supplies, or a department head who does not 
recognize the responsibility of trust placed in him 
to make proper use of the merchandise, will play 
havoc with a well prepared budget. 


It is quite important in the control of a budget 
that the administrator make known to the depart- 
ment heads as well as the storeroom from which 
the supplies are distributed, that the amount on 
hand of a given article, shall not exceed a speci- 
fied quantity for a certain division. If such control 
is not exercised, through previously established 
standards, the requests may greatly exceed the 
amount needed, and result in a definite waste of 
certain commodities. This point can be easily il- 
lustrated. A relatively large hospital, with which 
I was acquainted, gave practically no thought to 
budget control. The buying policy of this hospital 
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was bad and unbusinesslike. The superintendent 
permitted each department head to place his 
orders for fill-in supplies and small items, but on 
staple items the practice was to purchase twice 
each year. When these relatively large consign- 
ments of merchandise were received, they were 
forwarded to the particular department in the 
quantity which each floor supervisor had request- 
ed. There was absolutely no control except that 
delegated to the persons in charge of the depart- 
ments, and there was complete lack of cooperation 
on their part. At one time it was my experience 
to check this particular practice and I found to 
my amazement, that there was a variation of as 
much as 30 per cent in the use of certain articles 
in one ward with the same number of beds as 
another, and in which there had been approx- 
imately the same number of patient days. This 
is budget control in reverse and no hospital can 
long endure that kind of practice. That particular 
hospital, due to lack of budgetary control, did for 
a number of years operate at a deficit which con- 
tinued to pile up each year, until it became so 
difficult for them to secure merchandise that 
reorganization was necessary. 


The Effect of State Laws on the Control 
of the Budget 


Undoubtedly, many administrators have experi- 
enced incidents in past years when it was abso- 
lutely impossible to anticipate acts of Legislatures 
which might affect the budget. State laws affecting 
hours of labor and minimum wage have, on sev- 
eral occasions, upset budgets temporarily. The 
Legislatures in their zeal to rectify certain con- 
ditions will many times pass laws without due 
consideration to fixed policies in effect in hospitals 
and similar institutions. As such laws affect a 
great number of persons, the temporary upset of 
the budget might greatly affect the community 
service which the hospital could render. This is a 
condition for which the administrator could not 
be criticized. 


The Policies of State, County and Local Officials 
and Their Effect on Budget Control 


Often the statement is made by hospital officials 
and board members, that they do not consider it 
their obligation to participate in political activ- 
ities. Generally speaking, the majority of people 
would agree with that attitude, but in many in- 
stances the statement is too broad and is inter- 
preted to mean that the hospital authorities 
should not interest themselves in the activities of 
political sub-divisions. In many states the statutes 
provide that some governmental authority should 
assume the obligation for service rendered to 
indigents or medically indigent patients. While it 
is true in many communities, that the reimburse- 
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ment is not adequate, it is not unusual to hear it 
said that “our hospital would be in a position to 
meet its obligations promptly if we were reim- 
bursed adequately for the community service 
rendered.” In such cases I have often been prone 
to ask “What effort has your governing board and 
you and your associates made to fully acquaint 
the elected officials with the amount of service 
your hospital furnishes to persons unable to meet 
the expense from their own resources’? It is often 
very easy to be critical of our selected officials, 
but the great majority of people, for some un- 
known reason, do not take the time, or are not 
inclined to approach them. Elected officials, at 
least the ones I have known over a period of 
years, are just ordinary individuals who are 
attempting to do a good job and are willing to 
give you the necessary time to explain your dif- 
ficulties, if you have a well prepared case and one 
which they will be convinced is their obligation 
by statute. Hospital people have been, in my judg- 
ment, negligent to a certain extent in presenting 
their problems to elected officials. Many illustra- 
tions could be cited where, through lack of knowi- 
edge on the part of the accounting department, 
admitting officers, or other employees the hospital 
is not reimbursed for service, even though ade- 
quate provision is made in the laws of the state. 
As a matter of budget control, hospital admin- 
istrators and all of their associates should always 
attempt to be familiar with the procedures which 
must be followed in securing reimbursement from 
governmental agencies. Do not be too critical of 
governmental officials until such time as you have 
determined if the regulations governing the dis- 
bursement of governmental funds are being fol- 
lowed in your own institution. 


Employees Responsibility and Its Relation to 
Control of Budgets 


How often have you heard it said by a depart- 
ment head that “My budget is so much and I 
intend to spend it for my department.” Proper 
budget control would not permit such an attitude 
on the part of individuals. When a situation arises 
that affects a particular department which is be- 
yond the control of the administrator, and would 


require the transfer of funds from one depart- ° 


ment to another the hospital and its value to the 
community should be the controlling interest and 
not an individual department. The allocation of 
funds to a department does not mean that that 
money belongs to an individual who at the time 
happens to be in charge of that department, but 
is a part of the entire operation and should be so 
considered. It is not at all inconceivable that the 
dietary department, for instance, might have been 
very conscientious in the preparation of its budg- 
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et, but due to drouth conditions resulting in crop 
failure, food commodities might rapidly increase 
in price, and staple items purchased in quantity 
in some other department might not be affected. 
If the budget for the entire institution is to be 
controlled, it should be understood between the 
administrator and the department heads, that it is 
the prerogative of the administrator to make 
transfers when deemed advisable. Such transfers, 
however, should always be based on facts and 
presented to the department heads in a convincing 
manner. 


Effect of Economic Conditions On Budget Control 


In a previous paragraph mention has been made 
of the effect of economic conditions on the prep- 
aration of a budget. How do economic conditions 
affect the control of a budget? Let us assume that 
there has been in progress, a gradual increase in 
demand for commodities, as well as a gradually 
expanding building program. This condition could 
not have been foreseen, but it has suddenly 
reached such proportions that boom conditions 
have started. Such increase in demand for mer- 
chandise results in greater employment of people. 
As employment reaches such proportions that 
there is some shortage in available supply of la- 
bor, the natural result is an increase in salaries 
and wages. It is only natural that under such cir- 
cumstances hospital employees will expect ad- 
vancement in their salaries and wages, which does 
affect budgets, as employees in institutions expect 
salary advancements somewhat in accordance 
with that prevailing in private industry. When 
such conditions prevail, it becomes a budgetary 
problem. If such a movement is of sufficiently 
wide scope, it is not beyond a reasonable expecta- 
tion that the administrator would give considera- 
tion to an increase in rates, and such rate schedule 
should be developed on a basis of the probable 
additional need, but with some relation to oper- 
ating cost. 


When people are employed, the demand for 
commodities increases and the law of supply and 
demand becomes active. Usually no outside influ- 
ence is brought to bear, and prices after they have 
once started, may advance more rapidly than 
wages. This condition has not been true, however, 
in recent years. At any rate, an advance in com- 
modity prices, even though it is gradual, does 
create a budgetary problem. In some instances 
the problem can be met by more adequate super- 
vision of the quantity of a given article used. Dur- 
ing periods of increasing demands on the budget, 
these problems should always be discussed with 
the members of the staff, the department heads, 
and with other hospital administrators to secure 
their opinion and advice. 
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Control of the Budget by Legislative Action 


Individuals, institutions and in fact practically 
every citizen, has recently experienced what 
could be rightfully termed budget control. Due to 
war conditions and the demand for certain arti- 
cles, particularly metal, we have been forbidden to 
make purchases of certain items. We have also 
had the rather unusual experience of seeing prices 
of almost all commodities regulated to the point 
that a fixed maximum price has been established. 
Individuals as well as institutions (other than 
agencies of the Federal Government) are experi- 
encing outside imposed budget control in the form 
of rationing of supplies. Those individuals who are 
in the group in which wages do not increase as 
rapidly as living costs are, in a sense, required to 
practice budget control, but in the present situa- 
tion, even though wages have greatly increased, 
many persons are not permitted to spend money 
as freely as they would desire. With a fixed quan- 
tity that they are permitted to use of a given 
article due to Federal restrictions for an all out 
effort to win the war, the public as well as hos- 
pitals are restricted in the use of sugar and many 
other similar restrictions will follow. This is a 
form of budget control. Many individuals, hospi- 
tal administrators, department heads, and in fact 
almost everyone can and will learn a lesson from 
it. During 1941 a given institution consumed for 
all purposes four-fifths of an ounce of sugar per 
meal. The Federal regulation rationing sugar pro- 
vides that it may be permitted to secure only 50 
per cent of that amount for its total consumption. 


To what extent is a hardship being placed on 
the individual or the hospital? It goes without 
saying that many arguments could be presented 
to show the inadequacy of such an allowance. On 
the other hand, I very seriously question if any- 
one will be greatly discomforted by this action. 
It is a known fact that some hospitals operated in 
1941 on one-half ounce of sugar per meal. Under 
these conditions the hospital that exercised con- 
trol of the use of sugar in 1941 is at a disadvantage 
as compared with those who did not exercise so 
strict a control. Actually, however, ways will be 
found to reduce the requirements of sugar, par- 
tially by doing without it, and to a limited extent 
by eliminating waste. This illustration about sugar 
could be applied to many scarce items. Without 
doubt the scarcity of certain items and the patri- 
otic desire to conserve, will result in a consider- 
able reduction in the use of commodities in 
hospitals. I venture to guess that because of scar- 
city, there will be less rubber gloves used because 
we will find in many instances that more steriliza- 
tions can be secured than has been the practice 
in the past. 
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Establishment of a Special Reserve Fund as a 
Protection to Future Budgets 


We all know that at the present time certain 
items of equipment cannot be purchased, due 
to lack of metals. A requisition for a piece of 
equipment which needs replacing, or one which 
someone thinks needs to be replaced, is received. 
It is impossible to buy this particular piece of 
equipment as those that are available have been 
frozen and sale is not permitted. Let us take as an 
illustration a typewriter which cannot be secured 
at the present time, except by agencies of the 
Federal Government. What happens? You prac- 
tice what might be termed to a degree “budget con- 
trol.” You repair the old typewriter and for a 
period of time, and in some instances much longer 
than you expected, satisfactory service will be 
performed. 


While repairing and continuing the use of this 
machine, it must be realized that eventually the 
day is coming when a new machine must be pur- 
chased. Confronted with this fact, the accountant, 
the hospital administrator, or someone in the in- 
stitution should give consideration to the prepara- 
tion of a policy that will protect the funds which 
were budgeted for that particular purpose. The 
policy should be established which would safe- 
guard those funds by placing them in a special re- 
serve fund. When the time is appropriate and per- 
mission is granted to purchase that typewriter, or 
any other piece of equipment on which there is 
a ban at the present time, payment can be made 
from the special reserve fund. This procedure 
would be an effective illustration of budget con- 
trol. 


Not very many of us like remote control. 
There are lessons, however, that we can learn 
from it. The average individual resents being told 
that he cannot do certain things and it is especially 
annoying to have someone tell us as individuals 
or as institutions, that we cannot purchase a cer- 
tain thing, if we have the money available. The 
American public, and this is true of institutions, 
has been taught to spend before funds are avail- 
able due to credit arrangements which have been 
in effect. We are prone to want things that we 
see and many things that we hear about. If you 
have been associated with an institution for a long 
period of time, I venture the guess that you have 
on occasions seen abandoned, equipment which 
was never used but a few times. That in many 
instances, was a passing fancy and not an essential 
item. To have refused to purchase that after full 
knowledge of the practicability of it, would have 
been good budget control. Individuals, institutions, 
and private business are beginning to realize the 
necessity of sacrifice and sacrifice can be consid- 
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associates, our children and even our grandchil- 
dren, will, of necessity, become acquainted with 
budget control from the standpoint of sacrifice, 
if the debt which we are now accumulating, in 
order to retain our way of life, is ever to be paid. 
In one sense of the word, Budget Control could 
be termed as a control of our desires. 


The Effect of Admitting Policies on Control 
of Income 


If the hospital administrator in the preparation 


of his budget has balanced it by increasing the 
potential income, he is then obligated to take 
the proper means to see that his admitting and 
collection employees are informed of this situation. 
He should attempt to immediately work out with 
them, ways and means of increasing income. He 
should prepare, after conference with these asso- 
ciates, a well thought out change in the admitting 
policy and provide for such necessary revisions 
in collection methods as are indicated. Experience 
has taught me over a period of years that insuffi- 
cient thought is given to the importance of definite 
written policies. It is not unusual to hear of a new 
collection officer having been employed by the 
hospital and he starts to carry out what he be- 
lieves to be his job without any written instruc- 
tions. Admitting officers and collection officers 
should not be placed in a position of filling such 
important positions without being fully acquainted 
with the policies in effect in the hospital. It is not 
unusual to have brought to your attention that 
anyone available can be used as an admitting of- 
ficer, without the least understanding of the poli- 
cies of the hospital. 


Comptrollers, accountants, or bookkeepers, have 
an important place in hospital administration. It 
is, however, unfair to place the obligation on any 
individual to control a budget unless correspond- 
ing authority is delegated which will provide the 
cooperation required. Your place in the control of 
the budget can be, in many instances, considered 
more important than the average bookkeeper con- 
siders it to be. 


The Importance of Statistical Information on the 
Control of the Budget 


To what extent should an administrator be pro- 
vided with statistical information on the quantity 
of commodities used, as well as the number of 
hours of work for a given period in a particular 
division? It has always seemed to me that the hos- 
pital administrator should be provided with every 
bit of statistical information which is useful to him 
and which can be applied. It is, of course, a waste 
of time and effort and an imposition on everyone 
concerned to have statistics that are valueless. Al- 
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most all operating statistics, however, are valu- 
able, but their value is in relation to the use made 
of them. The accountant or bookkeeper should con- 
sider it as part of his obligation to provide accu- 
rate, clear statements for the use of his superiors. 


Accountants should be able to determine what 
is valuable and what is of no importance. They 
should not, however, attempt to make this deter- 
mination on the basis of how it would relieve 
them, but on the basis of how valuable it is to the 
administrator. Let us cite an illustration. If the 
expenditures of the dietary department exceed the 
budget, there should be available to the adminis- 
trator some method to determine why. In my 
judgment, there are three rather simple methods: 
(1) make comparisons of the number of meals 
served for two similar periods; (2) analyze the 
percentage of increase for those periods; and (3) 
figure the wage and labor cost and number of 
hours for the similar periods. Supposing that you 
find that the number of employees is the same; 
that the wages and length of hours have been sta- 
tionary; that the number of meals have been ap- 
proximately the same. After securing this infor- 
mation and knowing that there is an increase in 
expenditure, what is your next step? The proba- 
bilities are, that there is a leak some place in the 
food supply. Either there has been an increase in 
the amount of waste or there is a loss due to spoil- 
age or theft. If proper statistics are not kept such 
comparisons could not be made. Let us take for 
an illustration one incident. A hospital storekeeper 
had made an arrangement with a vendor for the 
delivery of so many eggs each week. The top lay- 
ers of the egg crates were always filled, but in- 
stead of receiving 30 dozen eggs, he only received 
18 dozen. This was a clever storekeeper and the 
practice which he was following convinced him 
that it could not be found out by the authorities. 
As a matter of fact, it worked so well that as usual 
in cases of this kind, other similar practices fol- 
lowed, step by step, with the eventual result that 
the raw food cost reflected his dishonesty and he 
was eventually trapped. If that hospital had not 
kept records which would be compared with a 
hospital in the same community, it would have 
been most difficult for this clever individual to be 
caught. 


The Value of Statistics for Comparative Purposes 
With Other Hospitals 


It should be the assumed obligation of account- 
ants and bookkeepers to urge their administrators 
to adopt standards of accounting which would 
make it possible for their superior officer to make 
comparisons with other hospitals. While it may 
appear to be more work for the accountant to have 
an elaborate but essential bookkeeping method, it 






19 











will pay dividends. It so happens that I am asso- 
ciated with a group of hospitals in the city in 
which a Hospital Cost Sheet has been prepared 
monthly over a period of years. There are many 
advantages which the average hospital adminis- 
trator can secure from such comparable informa- 
tion. Yes, I know the answer in some cases is, that 
the figures are not always comparable. That state- 
ment can be readily agreed to, but they are suffi- 
ciently informative that questions will be raised as 
to why a condition prevails in one hospital as com- 
pared with another. It is, therefore, valuable to 
provide information which will create an interest 
on the part of those administrators to delve into 
these figures to determine if their hospitals differ, 
or if some changes could be made which would 
be of value to them from an operating standpoint. 
Comparisons of departmental costs are valuable 
for a hospital administrator as he can discuss these 
matters of total cost of operation of a given de- 
partment with his associates when he has such 
figures available from other similar institutions. 


The Effect of Budget Control on Essential Service 


Budget control should not be exercised to the 
point that it will result in the performance of a 
low standard of hospital care. If the governing 
board directs that such policy should be in effect 
then there is nothing that the administrator can 
do but follow their directions, or point out to them 
where they are not performing the proper type of 
community service. If the volume of free, allow- 
ance or part-pay care is the outstanding factor 
contributing to the deficit, then there are but three 
ways open to the management to correct this con- 
dition. One would be to establish a policy of limit- 
ing intake of free and part-pay patients to that for 
which the funds are available. The second would 
be to prevail upon the governmental authorities 


to accept their obligation to pay for such service 
as is provided for by statute. The third would be, 
to increase rates to those patients who are in a 
financial position to pay full cost of service, or in 
some instances more than cost, and thus eliminate 
any loss from this classification of patients, and 
perhaps, a slight profit. I wish, however, to state 
that income from paying patients should not be 
the guiding factor in providing income to make 
up the loss for free service, and reiterate that rates 
should always be developed with some relation to 
per capita per diem cost. 

There are definite limitations to the elasticity 
of a dollar. You can and should eliminate waste 
of commodities as well as employees’ time. Every 
effort should be made to effectively secure full 
value for every dollar expended. Almost all volun- 
tary hospitals are in a position of trust and in a 
great many instances, the buildings have been 
provided by the public and funds are given to pro- 
vide certain services to those unable to pay for 
their own care. 

You should control inventory and limit service 
to essentials. Service, however, should not be 
limited to the extent that it can ever be said that 
voluntary hospitals would deny service to those 
who are in immediate need of hospital care. Under 
no circumstances should budget control interfere 
with voluntary hospitals accepting for emergency 
service any emergency cases, or at least making 
arrangements for service to be provided at some 
other hospital. 

A summary of the preceding statements can be 
given in but few words. Budgetary control can be 
defined to mean, the application of sound business 
practices in a well controlled organization, with 
well thought out policies, supplemented by an ac- 
counting system that will provide the necessary 
financial and service records. 
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The 1942 Clinical Congress of the American College of Surgeons 


The 1942 Clinical Congress of the American Col- 
lege of Surgeons, originally scheduled for October 
at the Stevens Hotel, Chicago, which was taken 
over on August 1 by the United States Army Air 
Corps, will be held in Cleveland with headquarters 
at the Cleveland Public Auditorium, November 17- 
20. The twenty-fifth annual Hospital Standardiza- 
tion Conference sponsored by the College will be 
held simultaneously. 


The program of panel discussions, clinical con- 
ferences, scientific sessions, hospital meetings, and 
medical motion picture exhibitions at headquar- 
ters, and operative clinics and demonstrations in 
the lecal hospitals and Western Reserve University 
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School of Medicine, has been centered around the 
many medical and surgical problems arising out 
of the prosecution of an all-out effort to win the 
war, emphasizing the needs of the rapidly expand- 
ing medical services of the Army and the Navy, 
and consideration of special problems related to 
the increasing activities for civilian defense. 

A large technical exhibition in which leading 
manufacturers of surgical instruments and sup- 
plies, sutures, dressings, pharmaceuticals, operat- 
ing room equipment, x-ray apparatus and hospital 
equipment of all kinds, and publishers of medical 
books will participate, will be a feature of the 
Clinical Congress as usual. It will be housed in the 
exhibit hall of the Cleveland Public Auditorium. 


HOSPITALS 




















ity 
ste 


ll 
in- 
La 
en 
ro- 
for 


ice 


lat 
se 
ler 
re 
cy 
ng 
ne 


be 
be 
25S 
ith 
AC- 


ng 
1p- 
at- 
tal 
cal 
he 
he 








September 1942 


War on Waste Exhibit 





SISTER MARY RAYMUNDA, M.S. 


OLLOWING the Emergency Red Cross Drive 
called by the President in January 1942, the 
On-to-Victory Committee of Saint Mary’s 

Hospital, Rochester, Minnesota was organized. 
The Committee consists of a representative from 
each hospital department: nursing, dietary, house- 
keeping, power and maintenance and administra- 





One of the posters in “War on Waste” Exhibit at St. 
Mary’s Hospital, Rochester. 
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tion; each committee member being the chairman 
of a subcommittee in his or her own department. 
The aim of the first project was the participation 
of the hospital personnel in the Payroll Allotment 
Plan. Through the untiring efforts of the subcom- 
mittee gratifying results were obtained. The Com- 
mittee then proposed two other projects to main- 
tain an interest in wartime activities, a hospital 
news bulletin and an exhibit on waste. The first 
issue of the News Bulletin was used as a means 
of arousing interest in the exhibit. Subsequent 
issues will have broader objectives—one will be 
the promotion of greater participation in wartime 
activities. The exhibit on waste was proposed as 
an incentive toward more complete conservation 
of hospital supplies and equipment, whole-hearted 
cooperation in the use of substitutes, elimination 
of unnecessary waste, and as a possible source of 
valuable suggestions on institutional economy. 


Plans for the War on Waste Exhibit were for- 
mulated by the On-to-Victory Committee whose 
meetings were used to pool the suggestions from 
the departments, to provide for complete content 
and to eliminate duplication. To arouse individual 
interest on the part of the personnel the Com- 
mittee sponsored at the same time an Economy 
Contest for suggestions on reducing costs and 
utilizing hospital materials to their greatest capac- 
ity. Three awards in Defense Stamps were 
offered. The chief means of publicity were the 
News Bulletin, edited by a staff dietitian with 
many assistants, and posters produced by the 
members of the nursing and dietetic departments. 
The work on the exhibit progressed rapidly with 
the resultant enthusiasm and was opened several 
days previous to the nineteenth Annual Conven- 
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WASTE AND ViICTO 
WONT MIX 


i, he Conathe capainan amd. 


This unit displays items of waste in paper towels, paper 
napkins, soap and gas with suggestions for conservation. 
The section on breakage includes the following placards: 
1941 dish breakage: 18,600 pieces with cost $1660; in 
1941 10,151 glasses broken; 900 teapot lids broken in 


1941—each costs twenty cents. 


tion of the Minnesota Hospital Association held 
in Rochester, May 25 to 27. 


The exhibit portrayed dramatically the avoid- 


able waste of hospital supplies and equipment, 
the increased cost of materials, substitutes which 
will have to be accepted because of the country’s 
needs, and possible methods of conservation. The 
exhibit consisted of four units: 


Unit on Surgical Supplies— 


1 A display of supplies and equipment needed 
for one major operation, the value of this 
material and pertinent suggestions for their 
conservation 


2 A display of the increased cost of such sup- 
plies as gauze, linen, cotton, adhesive and 
rubber goods 


3 A diagram of the hospital dollar in the oper- 
ating room 


This unit displays articles collected from the laundry 
chute in four days. During 1941 300,000 safety pins were 
used. The card on the left shows safety pins collected 


from the laundry drain in twenty-four hours. 


Unit on Dietary Supplies— 


1 A display of foods essential to good health 

2 A display on the complete utilization of foods 
and on unnecessary waste 

3 A display on breakage 

4 A diagram of the hospital dollar in the dietary 
department 

Unit on Nursing and Maintenance— 

1 A display of hospital material carelessly dis- 
posed of with soiled linen 

2 A ward unit with samples of waste of hospital 
materials due to carelessness and extrava- 
gance 

3 A display of the misuse of plumbing fixtures, 
electrical appliances, and the waste of water, 
electricity and gas 


Unit of Constructive Suggestions on Conserva- 
tion of Materials and Elimination of Waste— 


1 Conferences to promote effective cooperation 
2 Proper training of personnel 


3 Complete utilization of scraps of fat; old rub- 
ber gloves, washed gauze and paper 


A large poster depicting the materials consumed 
in an average day at Saint Mary’s drew consider- 
able attention and impressed all with the impor- 
tance of conservation. 


During the three weeks of the exhibit hundreds 
of professional and non-professional persons vis- 
ited it. If it has challenged some of them to do 
their utmost in cooperating in the conservation 
campaign and has made them realize that victory 
for the United States means an unstinted service 
at home, it will have served its purpose. 














This unit on the careless destruction of hospital mater- 
ials displays a green leatherette seat of chair damaged 
by a hot dressing kettle; pillow stained with mercuro- 
chrome; pillow and case burned with cigarette; bed- 
spread and sheet burned wth cigarette; sheet and bed 
pad stained by balsam of Peru; rubber sheet ruined by 
oil; hot water bottle ruined by placing on hot radiator; 
stained mattress; broken glass top on bedside stand; 
chipped enamel utensils; screen ink-stained and broken 
by rough. handling; upholstered foot stool burned by 
cigarette. 
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Practical Ideas in Hospital Decoration 


ROBERT W. FRIEDEL 


time when you come to think of it, the world 

in general, has gone through a period of 
blissful but uncultivated taste in architecture, fur- 
nishing, and decoration. 


Dim the last sixty years, which is a long 


Out of that period, in matters of taste, we have 
been slowly, but none too surely emerging. Many 
people still think that the grain of varnished yel- 
low pine and Victorian golden oak is sacred. They 
still worship at the shrine of the crude, aniline red 
of boring mahogany-birch, and have added to their 
list, what they call the simplicity of early Ameri- 
can mercurochrome maple. 


During those years, sad to say, the prevalent 
idea of hospital architecture, furnishing, and 
decoration, the subject of this talk, was something 
like that of a poorhouse. The plainer, the more 
drab and cheerless, the better; a notion that is still 
wide-spread, and can perhaps be traced to the 
theory that there is some particular virtue in 
misery, and economy in ugliness. 


No one, not even doctors, seemed to realize that 
cheerful hospitals have a definite healing value, 
an idea that is still looked upon in some places 
with questioning suspicion. 


One Color Monotony 


The perfect color for hospital decoration, if it 
could be called that, was an endless and unre- 
lieved stretch of a muddy tinted paint, known as 
buff. It was supposed to be monotonously neutral, 
as though that was good taste, sanitary because 
it never showed the dirt, and the cheapest thing 
that could be used. 


It looked dirty when it was clean, and clean 
when it was dirty; a very comfortable, even 
though self-deceiving notion of sanitation. Its de- 
pressing and deadly esthetic effect on both the 
sick and the well was completely ignored. 


A few years ago, one of the largest paint firms 
in the country recommended a kind of non- 
descript sea-green, which they claimed had been 
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found by scientific experiment, was restful to the 
eyes, and the ideal color for school and hospital 
rooms. Anyone sensitive to color, having their eyes 
and brains saturated with that sea-green color a 
few hours, would feel as thoroughly drowned as 
Hamlet’s poor Ophelia. 


To paint every room in a hospital sea-green, 
scientific or not, is poor decoration, and just as 
absurd as to paint all the rooms buff, because of 
lack of imagination, or for fancied but mistaken 
economical reasons. 


To single out any color or combination of colors 
as ideal, betrays an elemental ignorance of human 
emotional reactions through the sense of sight, 
and fundamental want of any esthetic point of 
view worth talking about. 


Psychologists seem to have overlooked the im- 
portance of visual impressions on the human mind. 
So far, their investigations in the field of esthetic 
psychology lack the background of artistic culture 
and their conclusions seem to be limited to mere 
statements of ordinary likes and dislikes, but do 
not account for them. To say, for example, that 
red is the favorite color of nine people out of ten 
does not solve the mystery of why it is liked best. 


Leaving these general comments at loose ends, 
I shall use for the practical purposes of this talk, 
the work done at Crouse-Irving Hospital in Syra- 
cuse, of which Dr. Carl E. Muench is superintend- 
ent, and Miss Dorothy Pellenz, his assistant. 


Redecoration at Crouse-Irving Hospital 


Crouse-Irving Hospital was built about thirty 
years ago; a typical building of the period; and a 
good example of the architecture of which I have 
spoken. 








A typical hospital room before decoration. 


The exterior was and is a plain, conventional, 
preconceived facade, in which the fenestration, to 
use an architectural term, has a hit-or-miss rela- 
tion to the interior. As long as each room has its 
windows, it makes little difference whether they 
are in the right place or not. Very little attention 
was given the obvious fact, that whatever the pur- 
pose of a room, there must be some relation be- 
tween necessary furniture and floor space, walls, 
windows, and doors. 


The rooms were just rooms. They were fur- 
nished as though ugliness and economy were 
synonymous, and desecrated with sick looking and 
ready-to-die colors, as though they were especially 
appropriate in hospitals, and liked by sick people. 
While it all looked early poorhouse, it had escaped 
scientific seasick green. 


About five years ago, renovation and redecora- 
tion became’ imperative. It is outside our subject 
to more than mention improvements that pro- 
ceeded along with the decoration. With all the old- 
fashioned prejudices and modern scientific theo- 
ries to contend with, and almost no hospital deco- 
rating precedent to build on, we began, timidly 
feeling our way along at first, with the idea of 
making the interior, not palatial or institutional, 
but cheerful. 


Doctor Muench and Miss Pellenz agreed with 
me that we should use common sense as well as 
economic sense in facing our task. From our first 
somewhat experimental and tentative plans, we 
finally developed some general but not inflexible 
principles, on which the work as a whole, was 
carried out. 


Principles and practice go hand-in-hand, guided 
by common sense, which is equivalent to good 
taste, within such economy of means as are sensi- 
ble and justifiable. Some of our principles grew 
out of our practice, some of our practice out of 
our principles, some positive and some negative. 
The idea that the hospital must be cheerful, im- 
plied that it must be beautiful, so several decisions 
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followed. Old ideas were not given up just be- 
cause they were old, nor new ones adopted be- 
cause they were new. Old buff was discarded be- 
cause it was cheerless, and new scientific-green 
because it was senseless. 


We reasoned that in a hospital, the taste and 
lack of taste of all kinds of people, men and 
women, the rich and the poor, had to be kept in 
mind. Being a public building, the decoration had 
to be dignified; not too masculine and unadorned, 
nor too feminine and fussy. It must be lively, 
interesting and imaginative, but not queer or 
startling. Good decoration is the embellishment of 
structure, taking good structure for granted. 
Functionalism, that ugly modern word, is only 
structure. It is not in itself decoration. 

Decorate your construction, that is the simple 
old principle, with some leeway of imagination 
of course, on which all good decoration is founded. 

These ideas are so elementary, that it would 
seem unnecessary to hammer them home, if they 
had not been so stupidly ignored for so many years 
in what has passed for hospital decoration. De- 
structive criticism, that old ghost of a bromide, so 
feared by those who dislike to face facts and 
change, must be courageously used for any con- 
structive progress. 


As I have said, one decision involved making 
several related decisions, for good decoration is 
not as abstractly simple as it sounds, picked out of 
the air ready-made. Its success as a whole depends 
upon related parts. 


Window Treatment 


For example, windows are as important struc- 
turally and decoratively as walls, a fact frequently 
ignored by architects who should know better. 


In hospitals, it has been the thoughtless custom 
or many years, to treat them with even greater 
indifference and monotony than walls. They have 





New decoration of one of the old rooms in which six 

colors were used in breaking up the wall spaces with the 

simplest form of painted paneling, cornice, and ceiling, 
and showing the importance of proper curtaining. 
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generally all been curtained alike, with some 
poor, characterless white material, scrimpy of 
width and short of length; shapeless and stringy, 
of no decorative value or practical use, nearly al- 
ways dirty, needing constant washing, and ex- 
pensive, frequent, and futile renewing. They 
neither tempered the light, screened the windows, 
nor added any interest to a room. They spent the 
most of their short, useless lives, blowing in and 
-out of the windows, or knotted up, out of the way, 
on the window frames. 


So, to be consistent in our destructive criticism, 
having decided that buff walls had had their day, 
we agreed that white curtains should follow them 
into oblivion. 


Although there are many ways of treating walls 
decoratively, paint is unquestionably the best 
thing for the purpose in a hospital, for sanitary, 
practical, and economic reasons. It is easly kept 
clean, it requires the least expensive labor and 
skill to apply, it wears well, and its cost, in itself, 
is comparatively little. 


Paint, aside from its mechanical advantages, 
locks the esthetic and decorative value of color 
in permanent and usable form, and its color pos- 
sibilities are only limited by imagination, common 
sense and good taste. 


There are also many ways of treating windows 
decoratively, and while curtaining can be all 
wrong, curtains made of the right materials serve 
not only a useful purpose, but are about the only 
decorative accessory possible to use in a hospital 
room. 


For practical reasons, curtain material must be 
chosen from what the market affords. In Crouse- 
Irving Hospital, the materials we have used are 
largely figured chintzes and cretonnes. Fortu- 
nately, there is an almost unlimited choice of ma- 
terials to choose from, which are durable, sunfast 
and tubable. The color and pattern of materials, 
however, when once selected, are a fixed thing, so 
they should be chosen first, and the wall decora- 
tions, which with paint can be definitely con- 
trolled, made to conform with them. 


As a rule, bold, sharply drawn patterns on clean, 
clear-colored background were used, avoiding 
patterns too much broken up or with fuzzy edges, 
which usually lack style. Plain colored materials 
and stripes have also been used very effectively, 
as there is no reason for being confined to figured 
materials, for monotony of idea is to be avoided. 


As far as possible, our curtains were made full 
length to the floor, of full widths of 36 to 50 inch 
material. Nothing looks so skimpy and poverty- 
stricken as sill length curtains made out of a single 
width of material, split in two. It is not only poor 
economy, but ruins any effect of pattern or hang- 
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ing on which good curtaining depends. With the 
possible exception of shades, or where screening 
with light sash curtains may be necessary, no other 
curtains are desirable. 


Sometimes, with some materials, it pays to line 
the curtains, as it adds greatly to their wear, even 
though it is an added expense. It is poor economy 
to buy the cheaper materials in which color and 
design are usually very poor. You get just what 
you pay for. 


It has been our experience, that the change we 
have made in our curtaining, has been, not only 
an immeasurable esthetic improvement, but a 
great final saving in care and expense, which has 
more than made up for the slight increase in 
original cost. The interval between necessary 
cleaning has been lengthened from every few 
weeks to six months or longer. Curtains in use for 
the last five years still look as well as when first 
hung, and apparently have another five years 
of life before they will need replacing. Ten years 
of satisfaction weighed against a few months is 
an economic factor worth considering. 


Wall Treatment 


From motives of inexperienced economy, our 
first rooms were done very simply. They were 
painted in only two colors, using ready mixed 
paints, the walls one color, the ceilings another, to 
harmonize with our first experiments in curtains. 
The colored ceilings were first looked upon as a 
questionable innovation. It took courage to break 
away from the comparatively modern idea that all 
ceilings had to be very light, colorless and nega- 
tive, as though they did not exist, but in reality 
just as important as side walls, and until very 
recent years, always decoratively treated. 


There are many good reasons for treating walls 
very simply, and also some very foolish ones. 








A large wall simply divided into three panels, and detail 
of border, cornice, and ceiling. 
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Admitting room, showing the wall spaces broken up with 
painted dado, cornice, and pillasters in two tones of gray 
with brown striping. 


Many people think that barniness and simplicity 
are the same thing. They are deathly afraid of 
color, they are deathly afraid of ornament, they 
are deathly afraid of breaking up space into 
spaces. They are afraid of so many things that are 
not so, that their idea of simplicity is bare empti- 
ness. 


Now successful simplicity depends upon space 
relations between walls, floors and furniture. In 
hospitals, with furniture reduced to bare necessi- 
ties, successful simplicity is difficult to achieve. It 
can be merely barny, and our first rooms, in their 
simplicity, looked barny. The unbroken expanses 
of wall space were too large. 


One way to break up large wall spaces, a way 
so old that it is classic, is to divide the spaces with 
paneling, the object being to divide the large 
monotonous surfaces into a pattern of smaller and 
more interesting spaces. There are many forms of 
paneling, some very complicated and expensive, 
but entirely undesirable in a hospital. 


As hospital walls, aside from questions of cost, 
must be practical, by which is usually meant clean- 
able, the perfectly flat surface must be retained, 
but there is plenty of precedent, as far back as the 
frescoed wall panels of Pompeii, for getting a very 
satisfactory effect with nothing but paint. It can 
be sufficiently successful in'a very simple way. In 
paneling, there is, technically speaking, the field 
and the border. 
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Dividing large walls into three panels, a wide 
one in the center, and two narrower side ones, 
with a narrow surrounding border, and using a 
single panel for small walls, is all that is needed, 
although there may be many variations of the 
idea. 

Another classic idea which is almost a necessity, 
is some simple cornice moulding, to divide the 
walls from the ceiling, and to give architectural 
unity to a room. Due to the modern elimination 
mania, cornices have often been omitted in mod- 
ern buildings, as they originally were in Crouse- 
Irving Hospital. As far as possible, they have now 
been added to almost all of our rooms, and as I 
shall point out, they play a very important part 
in a decorative scheme. A cornice should be at 
least three inches wide, and the moulding well 
detailed, as a stingy, narrow moulding is almost 
useless. 

In our decoration, let me repeat, that we always 
balanced our esthetic ideas with economic and 
practical common sense. The painting problem is 
probably the most difficult one to think out. In 
deciding to break up our walls with paneling, we 
reasoned that it takes just so much paint and la- 
bor to paint a room, no matter what colors are 
used. It took some experimenting to learn that it 
costs very little more to panel the rooms, to use 
several colors, to mix our own paints, than it does 
for plain walls with ready mixed paints, limited 
in selection and lacking in color. If we had used 
ready mixed paints, our hospital would still have 
been colorless and cheerless. 


In painting our rooms and choosing our color 
schemes we used old methods, which have stood 
the test of time, but are now almost forgotten in 
modern commercial practice. One of the old se- 
crets of success with color is the use of pure white 
for a priming coat. By using a pure white priming 
coat, the finish colors keep their brilliancy and 
cleanness of tone, for paint tends to become trans- 
parent with time, and a tinted priming coat will 
eventually darken light colors laid upon it. 


Color Schemes 


In choosing our color schemes, we generally 
picked out some prevalent but neutral dominant 
color from our curtain material for the dominant 
tone of the larger wall spaces of the room. 

However, color schemes are not necessarily 
limited to matching tones; there is a harmony of 
contrast, which may be equally good, and with 
some color schemes is imperative. 

The general plan of breaking up the wall spaces 
must be considered in connection with the color 
scheme. Therefore, the next step after giving the 
white priming coat, is to lay out the paneling 
scheme, with the color scheme in mind. This is a 
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comparatively simple task if thought out with 
common sense, and must be adapted to the limita- 
tions of the various rooms. It is done with a 
straight edge and pencil and takes very little time. 
In some rooms the use of a dado, an almost forgot- 
ten form of decoration, is very effective. 


In the color scheme of a paneled room, there 
are three large expanses to be considered; the 
ceiling, the field of center parts or the panels, and 
the borders. In addition, there are smaller color 
areas which are very important. It is the treat- 
ment of these relatively small color areas on which 
the whole success of the decoration of a room de- 
pends. It is the treatment of these small areas that 
make decoration, decoration. These small areas are 
largely confined to the treatment of the cornice, 
and possibly a border in connection with it, and 
the very important half-inch line or stripe, used 
to mark the division between the border and field 
of the panels. 

There is no definite rule about the width of 
borders around and between the field of the panel- 
ing. It is a matter of sense proportion: five to 
seven inches is about right. Nor are there any 
definite rules about color schemes, using warm 
colors in a north room and cool in a south. Rules 
and regulations are of little artistic value except 
as broad, general guides. A spiritless composition 
of rules and regulations will never make an 
artistic room or a human one. 


Naturally, in practice, the ceiling is painted first. 
It offers a wonderful opportunity for an interest- 
ing addition to a color scheme. It becomes as it 
should, part of the room picture. It may be rich 
and deep in color, especially in high rooms, or light 
and delicate in low ones, but it should always be 
on the positive side. There should be no question 
about what the color is intended to be. 


For painting the field and border of the panel- 
ing, two closely related tones, a light one, and a 
dark one are usually the safest, but sometimes it 
is desirable to have a greater contrast between the 
values, or even a harmonious difference in the 
colors themselves. The choice is a matter of taste, 
not of rules. 


However, with curtains having a dark color 
scheme, which sometimes for accent are very ef- 
fective, some contrasting light color would be se- 
lected, for as a rule, hospital rooms should be 
high-keyed for the sake of cheerfulness. All col- 
ors, artistically speaking, should be greyed, 
whether light or dark. Brilliancy of tone is essen- 
tial, but does not mean crude raw tone, nor neces- 
sarily rich deep tone. 


It is in the cornice, with a possible added border, 
and the stripe of the paneling, in which richer col- 
ors, sometimes three to five of them, picked up 
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from the pattern of the fabrics, can be used. It is 
these comparatively small amounts of color that 
give the decoration, finish, sparkle, and interest. 


The cornice, if well designed, can be done in two 
colors. In high rooms, a painted border, about 
twelve inches wide, and considered part of the 
cornice treatment, apart from the panel border, 
may be added, making another small color area. 
Using a border and cornice together gives a room 
a great deal of architectural distinction and style. 


The stripe for the panels should be kept about a 
half inch wide. A wider one looks too heavy. With 
the aid of Scotch-tape, it is very simple to apply. 
It can repeat any other color note in the room, 
even a third note of the panels themselves. 


Mixing of Colors 


Do not standardize decoration. The result is 
monotony. Variety is the spice of life in a hospital 
as well as anywhere else. The mixing of colors is 
by no means as difficult and mysterious as many 
people think, nor does it take very much more 
time for a painter to mix his colors than it does 
to stir up his paint. The difficulty lies in the fact 
that there are very few painters nowadays who 
know anything about colors, and added to it, a 
public that does not know very much about them 
either. 


To begin with it is necessary to have a good 
basic white. Some people prefer a gloss, I think 
mistakenly, on the ground that it is easer to keep 
clean. Personally I think a flat paint is much to be 
preferred and is just as easy to keep clean. To 
keep paint clean, all that is needed is good plain 
soap and water, and a little elbow grease. 


Then there must be what an artist calls his pal- 
lette, the pigments which he mixes with each 
other and white to get his colors. For these pallette 
pigments, no modern chemical colors surpass the 
general usefulness of the simple old Italian earth 
colors. They are absolutely permanent, very cheap, 
and with them it is almost impossible to get a color 
scheme out of harmony. Sad to say, for commer- 
cial reasons, they are quite probably chemically 
doctored, although for all practical purposes, still 
reasonably good. These old colors are: two yellows, 
yellow ochre and raw sienna; two reds, venetian 
red and burnt sienna; and raw and burnt umber, 
for greying or modifying other colors. One blue 
only is necessary, ultramarine, now a chemical 
pigment, but answering its purpose. Never allow 
the use of Prussian blue, a most unreliable color, 
beloved by ignorant painters, but absolutely fatal 
in decoraton. For convenience, light and medium 
chrome yellow, and light and medium chrome 
green, are very useful, almost necessary additions 
to the pallette. 





With these eleven pigments, of which there are 
seldom any more than three essential to get a de- 
sired color, every color needed in a decorative 
scheme can be mixed. 


In color mixing, you first analyze the color you 
wish to make. As it is seldom a crude primary 
color in itself, it can only be approximately named. 
The majority of colors are too subtle to be named 
at all. Not only that, they are constantly changing 
under varying light conditions. Put a pail of paint 
on the floor, with shadows from the pail falling 
across it, and there are at least a dozen distinctly 
discernible variations of what seems to be the lo- 
cal color. Light and shade, surrounding color and 
reflections, even wall texture all affect local color 
continuously. That is why there can be no such 
thing as scientific green, for what would be scien- 
tific under some conditions, under others would 
not be scientific at all. The same colors used in two 
different rooms will probably look entirely differ- 
ent. They may look entirely different even on the 
walls of the same room. There are also color re- 
fractions and optical illusions which modify color 
impressions. Some of these conditioning factors 
cannot be foreseen or overcome by a decorator, 
but they make snap criticisms and suggestions by 
inexperienced laymen very easy and often very 
unreasonable. So in choosing colors for a room, 
some allowances must be made for conditions 
which are not constant, for varying light and 
shade, for color refractions and illusions. 


This may sound complicated and discouraging, 
but the facts once faced, are really of no great 
importance. Get your local colors reasonably right, 
and let the accidents take care of themselves. 
They usually will. 


In mixing colors, everyone knows that red and 
blue makes purple, red and yellow makes orange, 
yellow and blue makes green, the primary and 
secondary colors. Practically these colors are only 
approximate. The pigments we use are not pure 
spectrum colors, nor is it desirable, artistically, 
that they should be. All artistic colors are greatly 
greyed, and the pigments we use are greyed to be- 
gin with, and with the addition of white, greyed 
still more, strange as it may seem, even though 
they are lightened. 


As all the larger dominant color spaces of a 
room should be very much modified or greyed 
tones of pure colors, we all know that theoretically 
greys result from the mixture of the three primary 
colors, red, yellow and blue. 


All greyed colors made from the same basic 
pigments, the already greyed earth colors, will 
harmonize, and they can be thrown from one tone 
to another by the addition of the dominant color 
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desired. These colors may go by generalized 
names, but they are all tints of greys. Clean, bril- 
liant color must be kept in mind, and the fewer 
pigments mixed together with white, the cleaner 
and more brilliant, the color. 


In picking up or matching a color scheme to cur- 
tain materials, it will be noticed, that in the better 
class of materials, even the most brilliant colors 
are always greatly modified. They are very seldom 
made up of pure spectrum colors. 


When, as may happen, some particularly irre- 
sistible and brilliant curtain material may be 
chosen, quiet greys in wall tones will give them 
full value. Exquisite greys of any tint or depth of 
tone can be made by the addition of ultramarine 
and one or two of the earth colors to white. A 
very fine and useful grey can be made with ivory 
black and burnt umber with white. However, mix- 
ing colors is not a matter of receipt, but of artistic 
feeling and trained experience. 


Treatment of Doors 


To complete the decoration of a room, the treat- 
ment of doors is important. Dark bottle greens or 
black lacquer are very good foils for almost all 
color schemes, giving doors their proper archi- 
tectural significance, and old varnished oak or imi- 
tation mahogany doors, style and a new lease of 
life. The decoration of a hospital takes for granted 
that it is matched by good furniture, for poor fur- 
niture will ruin good decoration, and poor decora- 
tion, good furniture. 


There is no cook-book receipt for all hospitals, 
nor any more reason for decorating all hospitals 
alike than all rooms alike. Monotony in both 
should be avoided. 


Summary 


Simplified variations of the classic tradition 
seem preferable to modern novelty, as it is gen- 
erally satisfying to people of culture as well as to 
the uncultured. The days of drab and dismal hos- 
pital decoration are past. A hospital should be 
cheerful as well as practical and sanitary. It need 
not be palatial to be beautiful, it need not be bare 
to be simple. 


Hospital decorating should not be subject to the 
suggestions or criticisms of the inexperienced’ it 
should be done under the direction of experienced 
people, and is worth paying for just like any other 
expert advice. 


Let me remind you that in decorating a hospital, 
you are not decorating a poorhouse. 
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Tuberculosis Clinic-Plans and Organization 


HERBERT R. EDWARDS, M.D. AND J. B. BASIL, R.A. 


fifty-five years ago by Sir Robert Phillip at 

the Royal Victoria Dispensary, Edinburgh. 
Since that time there has been a steady increase 
in their numbers, reaching approximately one 
thousand in 1937.': *;* The indications at that time 
were that there would be further increases. 


Te FIRST TUBERCULOSIS CLINIC was established 


The majority of these clinics were operated on 
a permanent basis and the estimated cost was 
between seven and eight million dollars annually. 
Thus, the tuberculosis clinic is an established pub- 
lic health service that should warrant the closest 
scrutiny in the construction and arrangement of 
plant and equipment, as well as the procedures 
used in the operation of the service. 


The rate of decline of the tuberculosis death 
rates in this country has tended to decrease in 
the past few years and the increased emphasis on 
the war effort will tend to slow it further. There 
are many communities today with high death 
rates and inadequate facilities to meet current 
problems in normal times much less the antici- 
pated increases that may well develop within the 
next few years. There is every indication that 
existing facilities will have to be used to their 
maximum and, doubtless, many new ones devel- 
oped if we are to hold the disease in check. 


The average clinic has been located in whatever 
space was available with the result that it was 
either inadequate or where the area available is 
more nearly adequate, the arrangement of the 
Space is such that the staff cannot operate with 
the greatest efficiency. 


District Health Units 


Since 1934, the Department of Health of New 
York City has been engaged in the construction 
of district health units to meet the increasing 
community demands on the services of the Depart- 
ment. Each district health building has included 
a tuberculosis clinic service, and while these units 
have been a great improvement over previous 
clinics situated in vacated stores or residences, 
When the original plans were drawn too little 
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space was given to records and the filling of x-ray 
films to meet today’s procedure of a routine x-ray 
for every case admitted. Also, in 1934, we had not 
fully visualized the use of the district clinic as a 
more or less permanent x-ray survey center for 
the district which it served. Such surveys, in re- 
cent experience, have added from three to four 
thousand new cases to the regular case load of the 
clinic. For these and many other reasons dealing 
with clinic administration, we have restudied our 
clinic arrangement so that the maximum output 
would be possible with the least expenditure in 
effort on the part of the patient or clinic personnel. 


These newer concepts have been possible be- 
cause we began to analyze our needs on the basis 
of functions performed. The flow chart permitted 
a graphic presentation of the movement of pa- 
tients and staff and clearly indicated points of 
congestion as well as unnecessary travel of the 
patient which always means more steps for the 
personnel. 


Tuberculosis Clinic a Diagnostic Station 


The tuberculosis clinic is basically a diagnostic 
station where those with symptoms or those hav- 
ing been exposed to a known case are periodically 
examined for the purpose of detecting significant 
lesions of the disease. It is also a service for the 
ambulatory case with a lesion of doubtful activity 
and for the case discharged from the hospital as 
apparently arrested. In the latter instance, peri- 
odic supervision is maintained to assist the pa- 
tient in observing necessary precautions and to 
detect changes that may indicate an unfavorable 
change in the course of the disease. 


Treatment of the tuberculous is a hospital job. 
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However, there are clinics that may initiate arti- 
ficial pneumothorax in the clinic, a procedure not 
generally accepted. 


There are many clinics today that provide pneu- 
mothorax refill services for the ambulatory pa- 
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tient, which is an accepted procedure. The conduct 
of these services in the clinic do not require any 
special arrangement that should not be found in 
the regular clinic. 


In a well organized clinic, the time of each pa- 
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tient should average less than an hour. Therefore, 
on an appointment basis, the need for a large wait- 
ing room large enough for the total attendance 
is not necessary. There must be privacy in the 
x-ray department, in the physician’s examining 
room, and in the nurses conference room so that 
all phases of the problems of the case can be freely 
discussed. 


Today, more and more clinics are making the 
x-ray a routine part of the examination of every 
case admitted, as well as periodic films as a matter 
of follow-up. This procedure will result in a rapid 
accumulation of films that must be accurately 
and conveniently filed. If not, they will be of little 
or no value because it will be too difficult to 
locate them. The standard x-ray filing cabinet is 
inadequate to hold the x-rays that will accumu- 
late. The same floor space can be greatly expanded 
if instead of the usual cabinet, open steel shelving 
is installed which can reach to the ceiling.+ 


Location and Housing Quarters 


The geographic location of the clinic should be 
based on the population and the tuberculosis prob- 
lem to be served, and the convenience of transpor- 





tation facilities to the adjacent area. Corner prop- 
erties are usually better than inside locations be- 
cause they provide more adequate light and ven- 
tilation. 


Unless new quarters are being constructed, the 
most efficient space is to be found in an open store 
or loft building not subdivided into prearranged 
cubicles or spaces. A single story is not as desir- 
able as a multi-storied building because of the 
excessive heat in the summer months. A ground 
floor location is desirable, although a second story 
may be satisfactory. Elevator service is a conven- 
ience but not a necessity unless the clinic is lo- 
cated above the second floor. 


The heating plant is a very important consider- 
ation. Steam or hot water plants are preferable. 
Hot air is second choice and gas heaters should be 
avoided. The plant must be capable of maintain- 
ing an even temperature of 70 degrees during the 
cold weather throughout the day. There must be 
facilities for hot water to supply the necessary 
lavatories. 


The factor of ventilation is very important. Cir- 


culation by natural means is best, but if forced 
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draft must be installed, the mechanism should be 
as nearly noise-proof as possible. 


The various rooms necessary in an average 
clinic may be briefly described. 


Waiting Room 


The waiting room is used by patients awaiting 
an examination. Its location in the layout should 
be separated from all work rooms in the clinic, yet 
easily accessible to examining rooms and the x-ray 
suite. It can well be placed in the dark corner of 
the space; providing adequate artificial light and 
ventilation are available. 


There must be facilities for drinking water and 
toilet facilities for the two sexes. Males should be 
provided with a urinal and toilet in separate stalls, 
and a lavatory. Females should have two toilets 
in stalls and one lavatory. 


Nurses Office 


The nurses office should be located near one or 
more outside windows as the staff are on duty and 
working with records the entire day. This room 
should be provided with at least two extra double 
wall outlets for an electric sterilizer and electric 
fan. 


Record Room 


The record room contains all clinic, x-ray, and 
other records in their proper files. It should be 
closely adjacent to the nurses office and the wait- 
ing room. 

Conference Room 


The conference room is necessary to provide 
privacy for the patient in the taking of the history 
and the discussion of intimate problems following 
the examination. In a busy clinic, more than one 
conference room is needed, and the nurses’ office 
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RECORD ROOM 


is frequently used. The patient will leave the 
clinic following his interview in this room and, 
therefore, it should be arranged near the entrance 
to the clinic. 

Examining Rooms 


The examining room is for the use of the physi- 
cian in the taking of medical records and making 
the physical examination of the patient. The small- 
est clinic requires at least two such rooms. In any 
event, there should be a room for each physician 
and preferably an extra room. This permits more 
efficient handling of patients by allowing the 
nurses to have a new case in readiness while others 
are being examined—the physician moving from 
one room to the other. 

The dressing space may be provided in the ex- 
amining room by screening off about three feet 
of the end of the room nearest the entrance. The 
screen consists of a sheet or curtain strung on a 
wire or rod. A room to serve this purpose should 
be at least 8x 12 feet. 

If possible, an examining room should have an 
outside window. In view of the fact that the 
fluoroscope is so frequently used today, it is not 
desirable to have too intense light as it requires 
more time for the physician to accommodate his 
eyes when in the fluoroscopic room. In some in- 
stances the physician may wear dark glasses or 
goggles to maintain his accommodation. 


Each examining room should have a lavatory 
with hot and cold running water. There should be 
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wall outlets for a viewing cabinet, for an x-ray 
viewing cabinet and electric fan. Examining rooms 
should be arranged adjacent to each other. 


Partitions separating these rooms should be full 
to the ceiling as a soundproof measure. If dwarf 
partitions are used, they should be at least 7 feet 
high. 

Physician-in-Charge Room 


The room used by the physician-in-charge is 
used as a consultation room for patients and for 
staff consultation where case problems are dis- 
cussed with other members of the staff. Also this 
officer requires a room that is quiet for the con- 
duct of much of the administrative duties per- 
formed. 

X-ray Suite 


The x-ray suite is divided into three distinct 
rooms. The general arrangement should visualize 
its use for routine x-ray of cases not necessarily 
being examined by a physician, therefore in close 
proximity to the waiting room. 


Radiographic Room—This room houses the ra- 
diographic apparatus and control stand, the latter 
being separated by a lead wall or screen. This 
room must be lead lined up to 7 feet from the floor 
on all sides. The ceiling height must not be less 
than 9% feet. It is desirable to have outside light. 
If a closed space, it must be properly lighted and 
ventilated. In some clinics, wall space may be pro- 
vided for steel shelving for filing the x-ray films. 


At least two dressing cubicles should be pro- 





hw £ 











FL.LAMp [2  SRPFAN 
PEXAM. — 

TAB. 

cei’ PCHAIAS 
OUTLET 








— é 


WINDOW 
EXAMINING ROOM 


vided opening off this room, preferably with dwarf 
partitions to provide better ventilation. 









Dark Room—This room must be immediately 
adjacent to the radiographic room and have a lead 
lining in the wall separating the two. It must be 
completely dark-proofed. An outside window is 
desirable, otherwise a forced draft ventilation 
must be installed. There must be provision for 
forced draft for the electric dryer. 


XRAY SUITE 
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Fluoroscopic Room—This room must be light- 
proof and properly ventilated. It should be large 
enough to conveniently accommodate the physi- 
cian, a nurse or attendant and, if possible, five pa- 
tients. It is often used for teaching of students, 
thus, adequate space is desirable. 


Service and Utility Rooms 


There should be four service and utility rooms 
of this type: 


Rest Room—This room is for the use of a pa- 
tient who may faint or require immediate first aid. 
It will also be used as a retiring room for the 
nurses. The female toilets should open off or be 
arranged closely adjacent to this room. 


Storage Room—This room is provided with a 
suitable lock and is to be fitted with shelves to 
accommodate the storage of clinic supplies, drugs, 
etc. 


Janitor’s Room—This room should contain slop 
sink with running hot and cold water and ade- 
quate to have the necessary cleaning equipment 
and supplies. 


Clothes Closet—This room is for the outer 
clothing of staff. 
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Tuberculosis Clinic Equipment List 


Record Room 
Radiographic files and shelves 
Letter files 
Tally files 
Card files 
Two desks 
Three chairs 
Table 
Files for branch office 
Small sofa 
(Outside light required) 


Waiting Room 
Table and chair for clerk 
Benches for patients 
Table for reading material 
(Outside light not necessary) 


Nurse in Charge 
Desk 
Two chairs 
Demonstration table 
(Outside light) 


Closet 


Separate shelves for— 
Drugs, linens and stationery 


Weight and Temperature 
Desk 
Two chairs 
Sterilizer 
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Scale 

T. P. R. table 
Sink 

Cot 
—Window— 


Conference Room 
Desk 
Two chairs 
—Window— 
(Complete privacy) 


History-taking Room 
Desk 
Two chairs 
Scale 
T. P. R. table 
Sink 
—Window— 
(Complete privacy) 


Fluoroscope 
Fluoroscope 
Steel 
T. P. R. table 
Hook for aprons and rubber gloves 
Shelf 


Dressing Cubicles 


Built in seat 
Hooks 


X-ray 
X-ray machine 
Transformers 
Cassette holder 
Cassette transfer. Cabinet 
X-ray table for children 
Vision panel 
Steel 
—Outside light required— 


Control Room 


Control stand 
Timer 
—sometimes combined 
Desk and chair 
X-ray viewing box 
—Outside light— 


Dark Room 


Cassette transfer cabinet 
Film loading bin 
Film loading bench 
Supply cabinet 
Racks for film frames 
Waste bin 
Developing tank 
Dryer 
Soapstone sink 
—No outside light—complete air conditioning— 
—Light control— 


Secretary and Physician’s Conference Room 


Desks 
Two chairs 
Four panel X-ray viewing box 
File 
Sink 
—Outside light— 


Physician in Charge 
Desk and chairs 
X-ray viewing box 
Book case 
Small table 
Small closet 

—Outside light— 


Examination Room 


Desk and two chairs 
Examining table 
Sink 
Two x-ray viewing boxes 
Dressing cubicle (curtain) 
Baumonometer 

—Outside light— 
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Record Storage 


Shelves 
File cabinet space 
—No outside light— 


Clinic Personnel 
1 Physician in charge 
4 Physicians 
4 Nurses 
3 Registration clerks 
1 Branch office clerk 


Interior Finishes 


1 All floors except dark room to be asphaltic or heavy 
linoleum floor finish 


2 All walls and ceilings except dark room to be plaster 


3 All bases to be rubber or composition, except dark 
room 


4 Dark room to have: hard burnt tile floor, base and 
high wainscot 


light proof door 
rubber top loading bench 


5 Radiographic and fluoroscope room to be lead lined 
6 Annunciator system where required 


Patient flow through clinic 
1 New admission cases 
Entrance to clerk to history taking to radiographic 
room to physician to nurse-in-charge to out 


2 Physician cases 


Entrance to clerk to weight and temperature room to 
physician to patient conference room to out 


3 Revisit cases 
Entrance to clerk to nurse-in-charge to radiographic 
room to physician examination or to out 





Tenth Annual Institute for 
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Hospital Administrators 


September 14 to 26, 1942 


The 1942 Chicago Institute for Hospital Admin- 
istrators will be the tenth annual refresher course 
for hospital executive personnel to be conducted 
by the American Hospital Association on the 
campus of the University of Chicago. Much of the 
success of these Institutes has been due to the 
directorship of Dr. Malcolm T. MacEachern and 
the interest and active cooperation of the Ameri- 
can College of Surgeons, the American Medical 
Association, the American College of Hospital Ad- 
ministrators, the Chicago Hospital Council and the 
hospitals in the Chicago metropolitan area. 


That these Institutes have taken an important 
place in the training of hospital executive person- 
nel has been demonstrated in this war period 
when the spending of time and money must be 
well considered by everyone. As this issue goes 
to press—three weeks before the opening of the In- 
stitute—seventy-six hospital administrators or 
heads of departments have registered for the 
course. As in previous years this group is a fine 
representation of the hospital field, personally, 
geographically, and institutionally. Forty-four ad- 
ministrators, nine business managers, six assistant 
administrators and seventeen heads of depart- 
ments or key persons make up the group. These 
registrants will come from twenty-six states, the 
District of Columbia, and Ontario, Canada. The 
majority of the group are connected with general 
hospitals, but mental, tuberculosis, children’s, and 
orthopedic institutions and a clinic will be repre- 
sented. The bed capacities of these institutions 
range from a small private hospital to a large 
county institution with 3300 beds. Thirty-seven 
institutions represented have under 100 beds, 
twenty-seven have from 100 to 200 beds, four have 
from 200 to 500 beds, two have from 500 to 1000 
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beds, and four are from institutions over 1000. In 
the group one clinic is represented, one registrant 
is a consultant in the U. S. Public Health Service 
and one is not connected with an institution at 
present. 


All the previous Institutes have been held in 
Judson Court but this year Judson Court has been 
taken over by the Army. The American Hospital 
Association has been fortunate in having Inter- 
national House extend its hospitality to the Insti- 
tute. The directors of the International House are 
doing everything in their power to anticipate the 
needs of the Institute as well as the comfort of 
the Institute registrants. International House of- 
fers a most suitable background for the Institute 
—“where interchange of thought makes for good 
will and inspires to the better life; where associa- 
tion begets fellowship, and friendship, and the 
great banisher of troubles, understanding.” 


Registrants may look forward with pleasure to 
the scene of their two weeks’ stay. They will be 
housed in a beautiful Gothic structure with com- 
fortable living quarters, artistically furnished 
lounges for men and women, and convenient meet- 
ing rooms for lectures and conferences. 


Letters were sent to all persons who requested ap- 
plication blanks for registration for the Institute, 
asking them to send in their applications as soon 
as possible. This year it was necessary to know at 
an early date the approximate number of registrants 
in order to make arrangements for the Institute. 
This does not mean that the enrollment is closed. 
Anyone wishing to register for the course may 
send in his application and if accommodations are 
still available his application will be considered 
for registration. 
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Hospital Conservation During Wartime 


Personnel, Labor, and Supplies 


SISTER M. FRANCIS DE SALES 


sity is the mother of invention.”? Could any, 

today, be more true? And, if one may com- 
pare truth, will any be more true a year from 
now? By that time the dislocations which took 
place when this nation was catapulted into war 
will have become more apparent, will be more 
sharply felt, and we shall be using all our ingenu- 
ity in substituting what we can get for what we 
should like, and in making what we have last as 
long as possible, which is, of course, what we 
should be doing now. 


Cs ANY SAYING be more trite than “Neces- 


With regard to personnel, our own hospital be- 
gan to feel the effects of war long before Pearl 
Harbor. As far back as January 1940, our young 
men were leaving to engage in defense work at 
much higher salaries than we were able to pay. 
After we lost an elevator boy, an operating room 
orderly, and a laboratory orderly, the decision 
was swiftly made to place girls in these positions. 
This was done to the satisfaction of all concerned. 
The girls do better work than the boys; they are 
more efficient in scrubbing instruments, cleaning 
gloves, etc.; more careful with glassware, and 
generally not nearly so destructive. Since the 
draft, many others of our young men have gone. 


The difficulty of procuring male help is increas- 
ing day by day. The only solution we have found 
is to employ older men as mechanics and in the 
kitchen, and, as said before, to substitute girls and 
women where it is possible. One hospital superin- 
tendent uses ten Red Cross canteen workers for 
washing dishes. The same institution, whose Naval 
Unit has already gone into service, has twenty- 
eight Red Cross nurse aides in partial substitu- 
tion for nurses who went with the Unit. 


As happened in the last’ war, many institutions 
are obliged to reduce the number of their person- 
nel. Two painters, carpenters, etc., are replaced 
by one. Institutions with only one sometimes have 
to get along without any. When an offer of a dollar 
an hour—40 hours a week—lost us our carpenter, 
we employed a second man to assist the painter, 
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who is experienced also as a handy man, and these 
two carry on very well for carpenter and painter. 


Converting Specialized Manpower 


There has been much attention given to the con- 
version of specialized machinery from peacetime 
production to the instruments of war. The con- 
version of specialized manpower is at least as 
important, and the School of Engineering of 
Columbia University has recognized this in open- 
ing its doors to engineers, chemists, and physicists, 
who were graduated during the depression, found 
no opportunity in industry, and drifted into en- 
tirely different fields of endeavor. Working in re- 
verse, one hospital administrator, a retired naval 
man, surrounded himself with other retired naval 
men, using them as secretaries, engineers, and 
technicians. Perhaps these instances, far removed 
one from the other, may give some of us an idea 
of a new and untapped source of labor supply. 


Some Professional Personnel Problems 


One of our first problems as to professional per- 
sonnel arose some months ago when we found it 
impossible to procure nurse anesthetists. This we 
solved by training some nurses ourselves, and by 
sending others to registered schools. Three anes- 
thetists are now on duty simultaneously every 
morning in the operating room, but by noon, or 
shortly, thereafter, one can be dispensed with in 
that department. She, being a typist, spends the 
afternoon in the laboratory, the staff of which has 
suffered repeated casualties among technicians, 
stenographers, students and porters, all to go into 
defense work. The situation was becoming acute 
when the anesthetist above mentioned offered her 
services. A science teacher volunteered to act as 
assistant technician, and two fourth year medical 
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students, trained in routine laboratory procedure, 
were, and still are, of considerable help before and 
after class hours. The laboratory has now a full 
quota, but the instance served to call attention to 
what can be done in emergency with available 
personnel. Instead of the porter we now use a girl 
in the laboratory, and have the bey from the store- 
room make collections through the house. This 
same boy relieves for meals on the elevators, tak- 
ing the place of the former relief who was called 
to the Army. 


A Wise Suggestion 


The suggestion has been made that until the 
war is over, it would be wise not to require two 
years of college for student technicians, but to 
accept high school graduates for training. It 
sounds like a practical suggestion, not to say a 
necessary one. 


The situation in regard to professional personnel 
will probably be much worse before it is better. 
The members of our staff have been called in 
increasing numbers and we have done nothing to 
diminish our service except to reduce the days 
for prenatal clinic from four to three. The admin- 
istrator of a hospital which has lost a great many 
doctors says his house seems to go on just the 
same, that the men who are left are simply more 
active, put in longer hours, and cover more 
ground. It is the out-patient departments which 
suffer. In some hospitals special clinics, occupa- 
tional therapy, deep therapy, and pediatric have 
been closed; others have been reduced to a mini- 
mum, as it is impossible for the diminished staff 
to continue to spend long hours in the clinics and 
do their increased ward work as well. 


This year, 1942, will be one of increasing sacri- 
fice. Not a day goes by without some government 
spokesman telling us over the radio or through the 
newspapers of new sacrifices that must be made 
if we are to win the war. Automobiles are no 
longer to be manufactured, nor are refrigerators, 
sewing machines, radios, typewriters, wash ma- 
chines and countless other items which we have 
come to regard as necessities in civilian life. We 
are to be strictly rationed on rubber, sugar, wool; 
we are cautioned about saving every particle of 
waste paper, string, tin, rags and other material. 
We are asked to put every cent we can possibly 
Spare into Defense Stamps. (Why not Victory 
Stamps? Victory Bonds?) Taxes are being levied 
to the breaking point. Stern measures, these; nec- 
essary measures, which the American people 
would be only too willing to carry out to the last 
degree if they could but realize the situation and 
understand that these things must be done if we 
are to win this war. 
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The Problem of Hospital Supplies 


In the hospital field, the question of supplies 
may not be too serious if a strict and rigid econ- 
omy is practiced. Hospital people have always 
prided themselves on being economical, and are 
constantly seeking ways and means of saving time 
and material. But this new pressure will present 
possibilities of which they have never dreamed. 
Now, the smallest economy, heretofore perhaps 
too insignificant for notice, will loom large. The 
careful measuring of all supplies is most impor- 
tant. 


In this connection, I have noted some very 
homely suggestions with regard to materials: 


Conserve paper wherever possible. Save en- 
velopes, advertisements, backs of canceled 
reports, etc., to be used for scratch pads. Use 
chart forms on both sides. Record temperature 
and blood pressure on same sheet instead of 
using two. 


Nearly all paper mills will be limited to 16 and 
20 lb. stocks, made in not more than six colors. 
Paper houses will apportion stocks on a monthly 
allotment basis, according to proposed regulation. 
Firms will have to redesign forms, cutting down 
sizes wherever possible, carefully figure their ac- 
tual needs, run two sides of a sheet in many cases, 
and eliminate any unessential duplication. The 
U. S. Government, it is understood, will purchase 
about two-thirds of the entire paper output in 
1942, which is double its purchases in 1941. 


Practical Conservation Measures 


To conserve tires and gasoline, instead of send- 
ing the chauffeur to town every day, we send him 
only two days a week—Wednesday when he must 
go out for laboratory supplies, and Saturday 
morning. Every department has been urged to so 
arrange errands that they may be attended to on 
these days. If a necessity arises, we sometimes 
send a clerk down town at a cost of 15 cents, 
rather than use the machine. Other days the 
chauffeur is employed in the carpenter shop. 


Our carpenter cut up large corrugated card- 
board cartons and used them for blacking out the 
30 windows on the fire-towers. It gives a very 
effective blackout and is cheaper than paint or 
curtains. The same man put rubber casters on 
starch barrels to make very satisfactory clothes 
hampers and delivery carts. 


In our program of saving on gauze and surgical 
dressings, we: 


1 Restrict the use of 2’s and 4’s by placing a 
smaller number of them on the dressing 
carts. 


2 Use cotton balls for alcohol sponges. 








3 Use the ordinary can with perforated top 
instead of powder puffs for gloves. This 
saves both gauze and powder. 


4 Several members of the staff use cotton 
thread instead of catgut on clean surgical 
cases. The operating room supervisor uses 
parawax on Champion Black silk thread 
No. 6 and No. 10, making what many of the 
doctors consider an ideal skin suture. This 
has saved equisitine. 


4’s and 2’s are made in the operating room. 
Raritan gauze is used for sponges which are 
washed, returned to the central dressing 
room and from there given out for floor use. 
Packs are returned to the operating room 
and used again. 


Three of our surgeons use adhesive corsets, 
which are a great saving on material. We 
are hoping that now more of them can be 
persuaded to use this form of dressing. 


Surgical Dressings 


With regard to surgical dressings, a writer in 
the “Weekly Roster” of the Philadelphia County 
Medical Society, says: 


“Surgical dressing materials such as gauze, 
bandages, sponges, adhesive, rubber sheeting, 
rubber tubing, and many other materials must 
not be wasted. Johnson and Johnson have con- 
sidered this so serious that they have sent a 
representative to all hospitals to ask an esti- 
mate of their needs and to request economy. 
They state that the capacity of their plants is 
‘strained to the limit’ and it is impossible for 
them to enlarge them. 


“Savings may be accomplished by smaller 
sized dressings, fewer dressings in clean cases, 
dressings may be held in place with less adhe- 
sive plaster, and there are many other ways 
of saving. Each one of us should keep in mind 
economy; not, however, at the sacrifice of 
safety. . . . If every doctor in Philadelphia 
County saved one square inch of adhesive 
plaster each day for this month, it would be a 
one-inch adhesive strip over two miles long. 
Our present waste can be turned easily into 
an impressive Defense for America.” 


The rise in the cost of gauze and other similar 
products has been estimated from 71 per cent to 
97 per cent. Food has, in some instances, advanced 
as much as 66-2/3 per cent. One hospital, by the 
elimination of between-meal and bedtime “nour- 
ishments,” estimates a saving of several thousand 
dollars. 


With regard to drugs, some radical changes have 
been made. 
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1 Prescriptions are refilled only once. After 
that the prescription must be re-written by 
the doctor. This prevents many chronic pa- 
tients’ taking the same medicine indefi- 
nitely. 

2 Prescriptions are made up only half the 
former size, which, when one remembers 
the number of half-filled medicine bottles 
cluttering up many home medicine cabinets, 
seems quite practical. This applies, of 
course, to out-patients and patients being 
discharged from the house. There are any 
number of economies to be practiced and 
substitutions to be made by an alert phar- 
macist. 


The allowance for free medicine in some 
hospitals has been cut in half, while the 
clinic rate has been increased 50 per cent. 


Telephone 


When the. first telephone bill. came in with a 
tax of $24, we began a campaign to eliminate long 
and unnecessary calls. The number of calls made 
from each department, and by individual interns 
and nurses, was listed and sent to them. Some 
were astounded at the number of calls made in a 
month, and determined to make a serious effort 
to cut down. This is one item that suffers a great 
deal of abuse, and on which definite savings can 
be made. To stimulate effort on telephone econ- 
omy, a very practical lecture was delivered to 
department heads, graduate nurses and students, 
by a representative of the Bell Telephone Com- 
pany who stressed the importance of making only 
necessary calls, of cutting calls short, and of think- 
ing twice before making a call in order to deter- 
mine whether the same purpose could be achieved 
by any other means. He also emphasized the im- 
portance of not using the phone except in real 
emergency during and for an hour or two follow- 
ing a black-out or local catastrophe. 


General 


By next year 100 per cent wool blankets will 
have disappeared from the market; conserve by 
using carefully and laundering properly. 


Sheets and bed linen will not be plentiful; con- 
serve by fewer washings; necessary but not de 
luxe changes. 

Avoid burning lights unnecessarily; leaking 
faucets, banging doors, jerking and rough handl- 
ing of shades; improper care of mops and brushes. 
All of these, familiar sources of annoyance to 
housekeepers and administrators, are also very 
expensive sources of waste. Much can be done in 
this regard. 

Perhaps we could do no better defense work 
right now than imbue our employees with a sense 
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of urgency in this matter of conservation. If by 
some process of education we could persuade them 
to want to save, make them waste-conscious or 
saving-conscious — whichever you will—so that 
they would save not only in the hospitals, but 
would carry the message into their own homes 
and neighborhoods, they might help to awaken a 
spirit which greatly needs to be awakened in this 
beloved, but wasteful and extravagant country 
of ours. 


Personnel, labor, supplies—everything must be 
conserved during wartime—everything but one. 
That one thing is prayer. If at any time, any 
nation needed to pray, this is the time, and ours 
is the Nation. I hope it is not out of place to say 
here that we should all, everyone of us, regard- 
less of religious affiliation, work as if everything 
depended on us, and pray as if everything de- 
pended on God. 





_ The Hoarding of Catgut 


Some hospitals may think that they are exer- 
cising only a justifiable prudence in purchasing 
commodities of any kind far in excess of their 
reasonable needs. If many institutions indulge in 
this practice it results in throwing the whole pro- 
gram of securing a satisfactory flow of needed 
commodities to hospitals into complete disarrange- 
ment. 


The hoarding of these supplies removes unusu- 
ally large quantities of commodities from stock 
piles which were intended to serve equally all 
institutions and reduces the available supply to a 
point where, it becomes difficult for the priorities 
and price control authorities to arrange for reason- 
ably prompt delivery of hospital supplies. This is 
especially true in the instance of catgut, and the 
attention of the American Hospital Association has 
been officially called to the practice of many insti- 
tutions in purchasing and placing orders for un- 
usually large supplies of these sutures. 

The following letter from Colonel Morgan of 
the Medical Corps of the United States Army and 
Navy Munitions Board should be carefully read 
by every hospital administrator who, after read- 
ing, should lend his full cooperation to the govern- 
mental authorities in preventing inconveniences 
and “preclude the possibility of restrictions on 
civilian distribution.” 


ARMY AND NAVY MUNITIONS BOARD 
Washington, D. C. 
August 14, 1942 


American Hospital Association, 
18 East Division Street, 
Chicago, Illinois. 


Attention: Dr. B. W. Caldwell, Secretary. 


Gentlemen: 


The attention of this office has recently been 
called to the apparent excessive buying of catgut 
surgical sutures by certain institutions, presum- 
ably with the idea of hoarding against a possible 
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shortage in the future. While this practice may not 
be general, sufficient instances have occurred to 
warrant consideration of the consequences. 


Some weeks ago it was evident that the produc- 
tion of catgut sutures would be inadequate to ful- 
fill the combined requirements of the armed 
services, civilian population, Lend-Lease, and ex- 
port to friendly nations unless additional supplies 
of fresh sheep intestines were made available. 
Steps have been taken by this office, the War Pro- 
duction Board, and the Office of Price Administra- 
tion to divert to suture manufacture a large 
portion of the sheep intestines normally. utilized 
for other purposes. It is now believed that, with 
these additional supplies of raw materials avail- 
able, there will be sufficient production of catgut 
sutures to meet all requirements. 


Therefore, indiscriminate excessive buying and 
hoarding of sutures is unnecessary to protect the 
supplies of any individual institution. Further- 
more, this practice tends to disrupt the normal dis- 
tribution of sutures to all concerned and may, in 
effect, result in shortages to some. 


This office requests that the American Hospital 
Association make every attempt to convey to its 
members and affiliates a true understanding of the 
suture situation, exhorting them to maintain rea- , 
sonable practices in the purchase of suture sup- 
plies. Possibly this question might appropriately 
be discussed at your forthcoming annual conven- 
tion, in addition to such other publicity as you may 
consider advisable. Proper cooperation among 
civilian institutions will serve to prevent incon- 
venience to certain individual suture purchasers 
and preclude the possibility of restrictions on 
civilian distribution. 

Very truly yours, 
(s) C. V. Morcan 
C.iiFFoRD V. Morcan, 
Colonel, Medical Corps, 
A.N.M.B. Contact Officer, 
Drugs Resources Advisory Committee 
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Apportionment of Departmental Costs 


LESLIE D. REID 


Costs” is one which offers an opportunity for 

much discussion, to say nothing of disagree- 
ment as to what basis to use for the distribution 
of a particular expense item. First of all—I hope 
that you will not think that I am like the one 
who said, “In matters controversial my perception 
is quite fine, I always see two points of view, the 
one that’s wrong and mine.” Quite frankly, as I 
examine the bases used in our distributions I can 
even disagree with myself on some of the methods 
used. However, I think we all recognize that if a 
method is adopted and adhered to over a period 
of time we will get results which can be compared 
to previous years. It is with this assumption that 
we have now simplified our method of distributing 
service department costs to revenue departments 
and nursing locations in order to get the profit or 
loss in these departments. Before we get into the 
method of cost distribution used I think we might 
well consider the distribution of income under the 
two broad classifications of Room and Board and 
income from Special Services. 


Te suBJECT “Apportionment of Departmental 


First, however, I will define a term known to 
us as “Patients Service Class.” By this term we 
mean the status of the patient, as follows: 

1 Private room 

2 Semi-Private 

3 Ward Pay Private Doctor 

4 Ward Pay Service Doctor 

5 County of Albany 

6 Other Cities, Towns, and Counties 
7 Free 

8 Dispensary 

9 Ambulatory 


This seems like a great many classifications, but 
each one is essential as far as our hospital is con- 
cerned because of our set-up. Our hospital is a 
teaching hospital connected with Albany Medical 
College and our nursing school is connected with 
Russell Sage College, as well as having some 40.3 
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per cent of our patient days paid for by the 
County of Albany and 3.4 per cent by other cities, 
towns and counties. Further, our hospital has in 
addition to the general services, contagion, psychi- 
atric, and tuberculosis services. We are really a 
group of hospitals and, therefore, more detail is 
required. 


Room and Board Income 


While not essential to the determination of a 
profit or loss on each nursing location, we break 
down our revenue into the various service classes 
and get both the income and the number of pa- 
tient days on each of ten nursing locations. While 
each nursing location does not have all the classes 
of patients mentioned, by combining the income 
by service class on all the locations we get the 
total room and board income and units of service 
by service class for the entire hospital. 


This breakdown of room and board income 
which is a backup of the revenue posted to pa- 
tients accounts gives us the average income per 
patient day on each nursing location and for the 
entire hospital by patients service class. 


However, for the departmental profit and loss 
statement the essential point is the total income 
and patient days on each location. If you have 
this for each nursing location on which you want 
to determine a profit or loss you have the begin- 
ning of a departmental statement. 


Income from Special Services 


As in the case of room and board while not nec- 
essary to the determination of a profit or loss in a 
special service department we make a similar dis- 
tribution of income from each of the special ser- 
vices and the units of service by service class. 
This shows the breakdown of income and the 
amount billed each class of patient and is of much 
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assistance in the changing of rates when this is 
necessary. This provides us with the average in- 
come per unit of service, which can be compared 
to the average cost per unit discussed later, which 
clearly shows the relation of rates charged under 
each patient’s service class as contrasted to the 
cost per unit of service. 


However, for the departmental profit and loss 
statement the essential figure is the total income 
in each department, and I am sure all of us have 
at least the total income by departments. 


Having the revenue both by nursing location 
and the special service departments we now come 
to that controversial subject of how to distribute 
costs. 


Many of you have read some of the books and 
articles which have been written on the subject 
so that some of what I shall say will be familiar 
to you; however, I think you will find our method 
is simple and direct. 


First of all I think it is well to keep your gen- 
eral books as simple as possible but have available 
the necessary information to assist in distributing 
costs. By this, I mean that all expenses should be 
charged directly to some department and the 
departmental profit and loss statement should be 
worked out on spread sheets and not be a part of 
your general books. I think the reason for keeping 
the books on a direct expense basis is obvious, as 
you would not, for instance, want to look at a 
monthly hospital statement, unless it be a state- 
ment we are trying to develop, and not find 
expenses for housekeeping, administration, etc. 
However, in the final departmental spread these 
expenses are not shown but become a part of the 
cost of nursing locations and special service de- 
partments. 


In the second place you will find, if you code 
your expense departments and in turn code the 
individual expense items in each department that 
you want to keep as separate amounts, your whole 
accounting problem will be much simpler. It 
would seem to be necessary that you have some 
form-of perpetual inventory so that purchases of 
inventory items could be charged to stock until 
requisitioned. Then as the various nursing loca- 
tions and other departments requisition supplies 
they can be charged directly to them. This is 
essential for accuracy, otherwise, you will expe- 
rience difficulty in trying to charge invoices direct 
where several locations draw on the supplies. As 
an aside to this point, you can use these requisi- 
tions to make up an expense statement for each 
nursing location, copies of which could be given 
to the head nurse as well as the superintendent of 
nurses, and so help to make the head nurse con- 
scious of the cost of supplies. I realize on this par- 
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ticular point there are two views—one, that such 
information should be given to the head nurse 
if you expect to cut down the use of supplies and 
the other that she should not get this as there 
is little she will do about it anyway. At Albany 
Hospital, we give each head nurse a listing of 
supplies requisitioned amounting to over $5. 


With these preliminary remarks, I think we 
might now turn to a discussion of forms used. I 
hope you will not gather from my remarks that 
this system is only feasible in large hospitals—be- 
cause I feel it can be adopted by smaller ones as 
well. 


In the forms used at Albany Hospital we have 
divided our spread of expenses into two sections: 
(1) consisting of non-revenue departments such 
as administration, dietary, housekeeping, laundry, 
etc.; (2) showing the revenue departments and 
nursing locations. 


We follow the practice of charging all salaries 
on a gross basis and giving credit to dietary, laun- 
dry, and housekeeping for those services pur- 
chased by employees which is in reality deducted 
from their salary. Some hospitals I presume, 
charge only what is actually paid; that is if two 
nurses are hired at $100 each and one takes no 
maintenance she will be charged to nursing at 
$100. If the other one chooses to live in and takes 
meals for which the deduction is $30 she will be 
charged to nursing expense as $70, leaving the 
cost of her room and meals in housekeeping and 
dietary. In our method, both would be charged at 
$100 and the proper department given credit for 
the deductions made. 


In the case of student nurses and interns who 
although they receive no cash do get maintenance 
—we set up salary charges for them giving the 
proper departments credit for rooms, meals, and 
laundry. 


The amounts of each expense as used by each 
department is charged to that particular depart- 
ment. Here is where coding of departments is of 
great value in order to properly charge supplies 
to the correct nursing location as well as the other 
departments. 


Credit for Rooms 


From an analysis the cost of rooms occupied by 
employees was determined and the departments 
rendering the service are credited in our spread 
for the costs incurred, which departments and 
costs are briefly stated as follows: 


Administration for insurance 
Housekeeping for maid service 
Laundry for linen used in 
Plant Operation for heat and light 
Maintenance for repairs 





Credit to Dietary 


In the matter of credit to dietary for meals 
served, we handle this in two parts. 


1 The credit for meals served special nurses. 
Let me digress here just to say that special 
nurses are paid directly by the hospital every 
week for the days worked. In other words, we 
bill the patient $6. for each nurse who is on 
duty, $5. of which is accumulated to the nurses’ 
credit in the accounting office and $1. as income 
for meals. Regardless of whether the patient 
has paid for the nurses or not, the special duty 
nurse knows she will be paid. So you see the 
hospital assumes the responsibility for collec- 
tion of special nurses’ fees and another worry 
is given the credit department. On the basis of 
the. $1., the nurse is entitled to two meals for 
which the dietary department receives a credit 
which includes the cost of raw food and food 
preparation cost. 


2 Credit for meals served to other employees. 
In this group, we include employees, student 
nurses, residents and interns, and, as in the case 
of meals served special nurses, dietary is given 
credit for the raw food and preparation cost on 
the total meals the employee is entitled to by 
reason of the deduction made from his salary. 


Credit for Laundry 


Deductions are made from the salaries of em- 
ployees for laundry and the full credit of these 
deductions goes to the laundry department. No 
attempt is made to determine a cost on the laun- 
dry furnished the employee for the deduction 
made as the continued attempt to get this figure 
would cost too much. We feel justified in giving 
full credit because at commercial rates the amount 
we deduct would not begin to cover the amount 
laundered. 


All of the discussion so far has been leading up 
to the topic before us of “Apportionment of De- 
partmental Costs.” As we discuss this, there is one 
fact to keep in mind and that is—we do not go 
through a preliminary distribution and then a 
final apportionment but rather make one distribu- 
tion of each expense to the revenue departments 
and nursing locations. As I earlier mentioned. the 
expenses are on a direct basis and each depart- 
ment is treated by itself. In other words, there is 
no charge in administration for housekeeping nor 
is there any charge in housekeeping for admin- 
istration. Since in the end all expenses have to be 
absorbed or offset against income this procedure 
seems quite reasonable and still leaves your ex- 
penses on a direct basis complete. 


Distribution of Expense 


Administration—The expenses contained in this 
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account conform to the recommendations of the 
American Hospital Association, which system we 
follow most closely. As a base for distribution we 
use the number of personnel in the special depart- 
ments and those in the nursing department to get 
the amount to charge. When the total amount to 
be charged nursing locations is determined we 
then distribute this to the various floors on the 
number of general duty nursing hours given on 
each location. At this point, I will not go into the 
method of accumulation of the hours but will do 
so when we get to the nursing service expense. 


Dietary—You will recall that we discussed how 
credit was given to the diet department for meals 
served to employees and special duty nurses so 
that the amount left in the diet department to be 
distributed is really the cost of meals served to 
patients. This expense can, therefore, be distrib- 
uted to the nursing locations on the basis of the 
number of patient days, eliminating infant days. 
All that has to be done is to divide the amount of 
expense by total number of patient days which 
gives the average per patient day and then apply 
this cost to the number of days on each location. 


Housekeeping —In distributing this expense 
there would seem to be only one base to use and 
that is area of the special revenue departments and 
nursing locations. After you have once determined 
the area this base will not change unless some new 
building or alteration work takes place which 
might then affect the figures. The area of the vari- 
ous departments and nursing locations are first put 
down and the percentage of each location is figured 
to the total area. These percentages are applied to 
the expense and you thus arrive at the housekeep- 
ing charge for each department. 


Plant Operation and Repairs and Construction— 
Plant operation includes heat, light and power 
while repairs and construction might be called 
maintenance. In distributing the expense of these 
departments it seemed more equitable to do this 
on an area base. This is the same base used to dis- 
tribute housekeeping expense. Some few years ago 
this expense for maintenance was distributed on 
the basis of the service performed for each depart- 
ment or nursing location. This was arrived at by 
means of job cards on which each job to be done 
was given a job number. Then each workman who 
did any work on that particular job had his time 
figured and thus the charge for each department 
was determined. Any material used was also 
charged on the same card. 

We still do this on special jobs and for work done 
for Albany Medical College, the latter for purposes 
of charging them for service performed. In the case 
of special jobs for the hospital, this is done to 
determine the labor and material expended on a 
particular job. 


HOSPITALS 





House Staff—This expense is the cost of residents 
and interns, the former receiving some cash in ad- 
dition to their maintenance while the latter receive 
only maintenance. You might be interested in the 
breakdown of the $50. set up as maintenance on 
each member of the house staff. 


In distributing the total cost to the nursing loca- 
tions, we have done this where possible on the 
actual number assigned to a particular service. 


As an example, our psychiatric division has one 
resident, one assistant and two interns which on 
the basis of amount set up figures $325. per month 
as cost for house staff. The cost of those not assigned 
to a definite location is distributed on the basis of 
patient days on the general floors. 


Nursing Service—This expense is divided into 
two sections: 


1 Distribution of salaries of nursing depart- 
ment which includes the following: 


General staff nurses 
Practical nurses 

Aides 

Orderlies 

Postgraduate students 
Head nurses and assistants 
Applied hours for students 
Nursing office 


2 Supplies used on nursing locations 


In the case of salaries, we separate the amounts 
paid to each type of employee and distribute the 
amount on the basis of the hours of service given 
on each location. 


Perhaps you would be interested in the method 
by which we accumulate the hours of each type of 
employee by nursing location in order to get the 
amount to distribute. The nursing department fur- 
nishes the accounting department with a weekly 
schedule for each floor showing: 


1 Name of employee 


2 Kind of employee, that is general staff nurse, 
aide, etc. 


3 Anticipated hours to be worked shown daily 


Any exceptions to the schedule come through the 
following morning and adjustments are made ac- 
cordingly. These figures are used daily to show the 
average hours of service rendered by each type of 
employee per patient on each location. The accumu- 
lation of these hours for a month divided into the 
salary expense of the particular type of employee 


September 1942 


gives the average cost per hour of service. Apply- 
ing then this cost per hour to the hours on each 
location gives the cost of this type of employee on 
the location. This procedure is followed for each 
class of nursing personnel with one exception, that 
being student nurses. 


There is a slight variation in the method in fig- 
uring the cost of applied hours for students. We 
follow the procedure of making a charge to each 
nursing location and a corresponding credit to 
nursing education for student hours of service as 
follows: 

Senior 
Junior 
Sophomore 


30 cents 
20 cents 


The report from the nursing department also 
shows the anticipated hours to be worked by stu- 
dents and thus we accumulate them at the same 
time as other nursing department employees. These 
hours are then charged at the hourly rates indicated 
to the various locations. 


By combining the costs of each type of employee 
on a particular location, we get the total nursing 
expense for that location. If you divide this cost 
by the patient days on the location you get the 
average nursing cost per patient day. 


The other expense for supplies used is made up 
from the requisitions which are coded to show the 
nursing location to be charged. 


Nursing Education—This expense includes sal- 
aries paid instructors plus a charge for maintenance 
of each student nurse at $43.00 per month made up 
as follows: 


T. B. Sanatorium—This sanatorium is located 
several miles from the hospital and all charges are 
on a direct basis and therefore the total expense 
is charged as one figure. 


Record Room—tThe expense of the medical rec- 
ords department is distributed, after a flat per- 
centage deduction for the out-patient department, 
on the basis of the number of admissions on each 
location. This would seem to be an equitable base 
because it relates the expense of the department 
to the number of new histories handled. 


Central Supply—This department handles prac- 
tically all sterilizing in the hospital as well as the 
other functions of a central supply department and 
this expense we distribute to nursing locations on 
the basis of patient days. 


Bad Debt Expense—The amount set up as a bad 
debt reserve each month is distributed to the rev- 
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enue departments and nursing locations on the 
basis of income. 


‘The final result of all this distributing is the 
Departmental Profit and Loss Statement. Here you 
see the income and expense of the revenue depart- 
ments and nursing locations brought together in 
a condensed operating statement. In showing the 
nursing locations you also see the number of pa- 
tient days next to which is the cost of room and 
board per patient day on each location. As I previ- 
ously pointed out the cost per patient day can be 
compared to the rates charged on each location. 


Professional services or as we have been calling 
them “revenue departments” are shown below the 
nursing location section. Here we show both the 
direct and indirect expenses of each department 
offset by the income which gives us the final result 
—either a profit or a loss. Below this we see the 
result of employee services and other income arriv- 
ing at the final operating result of all the depart- 
ments of the hospital. 


Summary 


I hope that this discussion does not appear com- 
plex but rather that it will appeal to you as a sim- 
ple method of preparing a departmental profit and 
loss statement. From our discussion, you note we 
have only used six bases for distributing the 
expense departments. Just to summarize, they 
are: 


1 Number of personnel 


2 Number of patient days on each nursing loca- 
tion 


3 Area of revenue departments and nursing loca- 
tions 


4 Hours of service of employees in the nursing 
department 


5 Number of admissions by floor locations. 


6 Income of revenue departments and floors. 





Schools of Nursing Will Receive 
Federal Aid 


Schools of nursing have been asked to admit 


55,000 students during the current school year, 
which is an increase of 10,000 over last year’s 
admissions. 


An appropriation of $3,500,000 has been made 
by the Congress for the training for nurses (na- 
tional defense). The schools of nursing through- 
out the country have been notified regarding the 
availability of these funds, and the schools are 
urged to participate in this program. 


Funds are allotted by the Public Health Service 
directly to eligible schools. Schools unable to in- 
crease their admissions over the school year 1940- 
1941 may request scholarship tuitions for qualified 
students. The goal is that no qualified student be 
barred from entering a school of nursing because 
of lack of funds. Funds are available for students 
unable to meet costs from other sources. 


Schools that are able to increase their admis- 
sions over the school year 1940-1941 may request 
funds for scholarship tuitions and in addition for 
the following purposes: 


1 Additional instructors and instructional 
facilities commensurate with increased stu- 
dent admissions. 


2 Subsistence during that portion of the 
program when the student is not rendering 
any appreciable service to the institution. 
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3 Expansion of clinical experience through 
affiliation with other institutions. 

The purposes for which Federal Aid may be 
granted to nursing schools, and the objectives of 
the program, together with all information rela- 
tive to the program will be available by writing 
to the United States Public Health Service, Wash- 
ington, D. C., Bethesda Station. 

Gallinger Hospital Adopts 
An Experimental Rate Plan 

The Gallinger Municipal Hospital, operated by 
the Commissioners of the District of Columbia, 
will institute a plan for charges for hospital ser- 
vices against patients admitted to that institution. 
The rates have been approved by the District 
Commissioners and the charges will be made in 
accordance with the patients’ income and their 
dependents. Under the plan no person will be 
eligible to receive medical care at the expense of 
the District if he has an interest in real property 
with an assessed value of $2500, or if he owns 
real or personal property of the amount of $250. 

The plan sets up three categories: 

1 For patients who are indigent to a degree 

not warranting hospital charges. 

2 For the partially indigent, prescribing 

charges from 50 cents to $3.50 a day. 

3 For patients deemed in a position to war- 

rant a full charge of $4.00 a day. 

Patients on admission will be required to sign 
promissory notes to cover the cost of hospitaliza- 
tion. 
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The New Hillside Hospital 


Queens, New York 


LOUIS ALLEN ABRAMSON AND J. J. GOLUB, M.D. 


mental disorders especially under the strain 

of war conditions is a challenge to and a re- 
sponsibility of a progressive community. Hillside 
Hospital met the challenge and assumed the 
responsibility. For many years in its old buildings 
and now in its new structures, the hospital has 
been providing better and better care for patients 
showing early signs and symptoms of mental dis- 
orders. 


T™ MODERN TREATMENT of early borderline 


Hillside Hospital Objectives 


Hillside Hospital approaches mental disorder 
with a fresh viewpoint. It regards it as an illness 
like any physical disorder, even though the cause 
may not be known. In this respect mental disorder 
does not differ from many other bodily illnesses, 
acute or chronic, of which there are a large num- 
ber of unknown causes. 


In treating borderline mental conditions the 
Hospital attempts to give the patient relief, of 
course, but it also undertakes to understand the 
patient, and to instill in him a spirit of under- 
standing of his own condition and environment, 
in order to give him renewed faith in life and to 
return him to normal living. With each new pa- 
tient the Hospital’s first step is to establish a diag- 
nosis, and once the diagnosis is reached treatment 
is applied and adjusted to fit the indications and 
personality of each individual patient. 


The aim is to create a homelike atmosphere 
among friends who are endeavoring to be helpful 
to him. Generally, the treatment consists of indi- 
vidual psychotherapy, group psychotherapy, occu- 
pational therapy, hydrotherapy, balanced diets, 
outdoor and indoor recreational activities and 
sports, suitable reading material of particular in- 
terest to each patient, and entertainment. All are 
applied in measured and varied combinations. 
The treatment also includes the new methods of 
chemotherapy—insulin and metrazol. 


After a patient is discharged as cured or im- 
proved he is not forgotten. He returns to the Hos- 
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@ Louis Allen Abramson, Architect, of New 
York City, designed the new Hillside Hospital 
and Dr. J. J. Golub, Director of the Hospital 
for Joint Diseases, New York City, was Hos- 
pital Consultant. 








pital’s city clinic for follow-up and continued 
observation until there is reasonable assurance 
that the patient will remain lastingly relieved of 
his condition. 


Hillside Hospital offers many opportunities for 
visiting psychiatrists and residents to advance 
themselves in the field of psychiatry. The new 
Hospital also has facilities for clinical and labora- 
tory research. 


The Hillside Hospital is a nonprofit institution, 
and is licensed by the Department of Mental 
Hygiene of the State of New York. It is approved 
by the Committee on Medical Education and Hos- 
pitals, of the American Medical Association; by 
the American Hospital Association; by the Hos- 
pital Council of the City of New York; and it holds 
membership in The Greater New York Fund. 


The Hospital Plant 


With these objectives in mind, a new hospital 
was planned and erected in Queens, New York. 
Four new buildings grouped to form three sides 
of a quadrangle are located on fifty-two acres of 
land. The Hospital is only about twenty miles 
from New York City. The present capacity is 
eighty beds but the auxiliary, domestic, and pro- 
fessional facilities have been planned in space and 
equipment to serve one hundred fifty patients. The 
design permits expansion. 


As the patients are largely ambulatory with 
many having the freedom of the buildings and 
grounds, the interior and exterior design was con- 
sidered from the viewpoint of the patients reac- 
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Henry Kaufmann Administration Hall—Administration and Staff Building 


tion. Consequently, all elements of design that 
would tend to give the buildings a formal char- 
acter suggestive of institutional design were 
avoided and instead the approach was toward the 
achievement of architecture possessing more of 
the character of a health resort. 


Administration Building 


The Administration Building, the gift of Henry 
Kaufmann, consists of two stories and basement. 
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On the first floor it houses the administrative 
offices, consultation rooms, medical library, labo- 
ratories, pharmacy, x-ray, dental clinic and emer- 
gency surgical operating room. The second floor 
contains residence quarters for house physicians, 
nurses, and staff. The basement provides living 
quarters for the nonprofessional personnel. A 
sheltered room terrace has been provided for use 
of the professional residents. 
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Eugene Littauer Hall containing receiving ward, professional and domestic services. 


The Admission Building 

The Admission Building, two story and base- 
ment, is the gift of Lucius N. Littauer as a memo- 
rial to his late brother Eugene Littauer. The 
basement contains the hydrotherapy and physio- 
therapy departments, six workshops for occupa- 
tional therapy, continuous flow baths, a patient- 
operated beauty parlor, a large recreation room 
equipped with stage and motion picture apparatus 
wired for sound, repair shops, storerooms and 
linen storage. The first floor houses the admission 
wards and rooms and treatment facilities for 
fourteen patients. Several rooms are assigned to 
patients with more disturbed conditions. These 
rooms have acoustical treatment and the windows 
are equipped with stainless steel detention type 
screens. This floor also contains the kitchen, din- 
ing rooms and cafeteria. The second floor is 
planned for twenty-seven patients. The arrange- 
ment is similar to that of the first floor. 


Two Cottages 

The two cottages now erected are one story high 
—the plans provide for four to be added as neces- 
sary and as funds become available—each con- 
tains facilities for eighteen patients and are 
completely equipped with diet kitchen, public and 
semi-private toilets and baths and a large living 
room containing a wood burning fireplace, book- 
cases, and closet for the storage of folding chairs 
and tables. 
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Construction 
Exterior—Selected salmon red brick in com- 
bination with long flat slabs of rubble stone and 
“Crab Orchard” and “Briarhill” sandstone. Exte- 
rior stairs and terraces are paved with random 
coursed variegated bluestone. 


Fireproof—The Administration and Admission 
buildings are fireproof; constructed of long span 
monolithic reinforced concrete; interior partitions 
are of cinder blocks; all roofs are of the “dead 
level” type finished with slag, excepting where 
used by patients or staff, where paving tile was 
used. 

Doors are paneled, generally of bleached oak 
and in some cases of knotty pine, the frames are 
steel. The entrance doors of the Administration 
Building are bronze. Service entrance doors are 
protected with steel plate. 


Windows—Steel, generally casement type with 
bottom hoppers. In the cottages they are of the 
“louver” type, providing 100 per cent ventilation. 

Floors—Generally are asphalt tile with a rubber 
base. Dining and living rooms are of knotty pine. 
Floors of kitchen and refrigerators have quarry 
tile. 

Walls—tTile 6’ high in all bath toilet rooms, diet 
kitchens and utility rooms. Walls of refrigerators 
have glazed tile. Kitchen walls are finished with 
machine pressed matt glazed ceramic blocks. 
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One of the cottages for eighteen patients 
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Hardware — Bronze throughout excepting for 
interior door hinges which are painted sheridized 
steel. Projecting hardware was avoided to elim- 
inate personal injury. Doors have inverted handles 
and in-built spring action rubber silencers. 


Heating—Two low pressure oil firing steam 
boilers for heating and domestic hot water. Heat- 
ing is by forced hot water circulating system. 
A 10 h.p. boiler provides steam for cooking. Radi- 
ators flush with walls. 


Laboratories—Table tops, sinks and fume hoods 
are of alberine stone mounted on furniture steel 
cabinets. Piping is of acid resisting metal con- 
nected through diluting tanks. 


Lighting—F lush ceiling units, porcelain brack- 
ets for wash basins. Corridor lights are indirect. 
Patients’ rooms and corridors have recessed night 
lights. Kitchen, pantry and occupational workshop 
have fluorescent lighting. 


Refrigeration—Mechanical for boxes and drink- 


ing water through compressors employing freon 
gas. 


Call System—Each nurse’s station has a re- 
cessed annunciator—visual signal and dome light 
over each door of patients’ rooms and a momen- 
tary audible chime. Sending stations have wall- 
mounted rubber push buttons. 


Landscape— This includes preparation of 
grounds for flower gardening, agricultural and 
recreational purposes. The gardening will be 
largely done by patients. The recreational facil- 
ities will include: tennis court, basket and hand 
ball court, shuffle board and outside dancing ter- 
race with a nearby fireplace for barbecued meals 
for patients. 


Cubage—760,000 cubic feet. 
Costs—$501,000.—or 66 cents a cubic foot. 


Dr. Louis Wender is the Director and Dr. Israel 
Strauss is the President of the Hospital. 
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Charitable Hospitals—Liability for Taxes 


Two interesting decisions of the Supreme Judi- 
cial Court of the State of Maine have been re- 
ported, defining the exemption of charitable 
hospitals from liability for taxes. The first is the 
Calais Hospital v. City of Calais, 24 A. (2d) 489 
(Maine, 1942). Under the laws of Maine benevo- 
lent and charitable institutions are exempt from 
taxation of their property, with the provisio that 
“so much of the real estate of such corporations 
as is not occupied by them for their own purposes 
shall be taxed in the municipality in which it is 
situated.” The Calais Hospital was incorporated 
as a charitable and benevolent institution in 1938. 
In 1939 a real estate tax was assessed on the prop- 
erty of the hospital, and after the assessor refused 
to abate the tax the matter came before the Su- 
preme Judicial Court of Maine. The defendant, 
the City of Calais, conceded the hospital was in 
its conception charitable, but it contended that 
not all the hospital building was occupied by the 
hospital for its own purposes and that a portion 
of the building, which consisted of a room in the 
hospital building proper used by a physician as 
his office in connection with his private profes- 
sional practice for his personal gain constituted 
the dominant use of that portion of the property 
and thus subjected that portion to taxation. The 
physician was the treasurer and manager of the 
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hospital and the room constituted his headquar- 
ters in connection with his services to the institu- 
tion. The arrangement was for the mutual con- 
venience of the physician and the hospital, and 
the room was not set up for his exclusive personal 
use. The physician received no compensation from 
the hospital and the hospital received no rental 
income. 


In the opinion of the court, there was sufficient 
evidence that the hospital was incorporated and 
conducted as a charitable and benevolent institu- 
tion and that there was an actual appropriation 
of all its property for its own purposes. The court 
therefore held that the real estate tax should not 
have been assessed and entered judgment in favor 
of the hospital. 


In the second Maine case, the Osteopathic Hos- 
pital of Maine, Inc. v. Inhabitants of City of Port- 
land, 26 A. (2d) 641 (Maine, 1942) the Supreme 
Judicial Court held that a lot owned by a hospital 
on which it intended to construct a nurses’ home 
and solarium and which at the present time is 
not in actual use except as patients and nurses 
walk thereon and occupy chairs under the trees 
was operated by the hospital for its own purposes 
under the meaning of the statute and therefore 
is exempt from taxation. 
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Control of Stores 


ARKELL B. COOK 


accounting system, must be correlated and 
integrated with general accounting proce- 
dures so that control will be the automatic result. 


ce OF STORES, an important part of any 


In the case of cash, for example, care is taken 
to see that all employees handling cash are prop- 
erly bonded, that proper checks and balances are 
provided, and that a periodic audit is made to 
detect fraud or errors. Control of stores should 
receive the same attention. Some time ago a num- 
ber of supervisors were asked what they would 
do if they found someone taking cash. They all 
agreed that the “culprit” should be discharged. 
Some thought that the offender should be prose- 
cuted. When the members of this same group 
were asked what they would do if they found that 
employee taking supplies such as sheets, adhesive 
tape, medications, etc., there was a much greater 
difference of opinion. Some thought the employee 
should be given a good talking to. Others thought 
he should make restitution. A few thought he 
should. be treated in the same manner that he 
would have been had he taken cash, that is, dis- 
charged. While this was not a large sampling, it 
did indicate that there are various conceptions of 
right and wrong. Consequently, it is of the great- 
est importance to the hospital that control of 
stores be adequate because from forty to fifty 
cents of each dollar spent by a hospital is for 
supplies. 


Purpose of Storing 


Patients who have sought care in our hospitals 
have done so with the confidence that we would 
furnish all services necessary to their recovery. 
This means having sufficient supplies on hand at 
all times so that services will not be interrupted. 
In view of the national situation today, this has 
taken on a new meaning for hospital management, 
and with the impending transportation problem, 
will have some other meanings before the war is 
won. There are, of course, other reasons why we 
should store certain commodities. Production 
is irregular in certain industries; therefore, the 
commodities thus affected can best be procured 
during periods of peak production and stored. The 
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location of the hospital will be a determining 
factor in whether it is necessary to carry a large 
inventory in the stores department. Hospitals 
located in rural areas will, in general, find it neces- 
sary to carry larger inventories per patient than 
hospitals located in urban centers. Those located 
in cities will be able to draw on large stores sup- 
plies which are kept by various supply houses 
within that area. The difficulty of transporting 
supplies to rural hospitals will also have a bearing 
on this problem. Still other factors which will 
influence the governing board when deciding the 
quantities to be stored will be the availability of 
money, floor space for storing, general cost of stor- 
ing (insurance, handling, obsolescence, perish- 
ability). Nevertheless, in a hospital there must 
always be some storing because of the nature of 
our business, as already indicated. Therefore, con- 
trol of stores must be carried out in all hospitals 
regardless of the size of the stock carried. Many 
business failures have been traced to over-stock- 
ing and loose storage methods. 


Having decided which items to stock and in 
what quantities, it is necessary that the supplies 
be stored in such a manner as to prevent waste, 
loss, or damage. This means that the storekeeper 
must have a knowledge of the best methods and 
conditions under which the stocks must be kept. 
This subject is in itself very complicated and one 
which requires some study. I have mentioned it 
because I believe that control of stores means 
more than the mere bookkeeping entries and 
forms which must be kept. Keeping accurate rec- 
ords, while of the utmost importance, will not in 
itself take care of the keeping of supplies. The 
two must go hand in hand. 


Perpetual Inventory 


When many items are kept in stock, it is advis- 
able to keep a perpetual inventory. A card record 
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will be made for each item carried in stock and 
this will indicate the date, quantity received, 
quantity issued, department issued to, and balance 
on hand. It will also indicate the location in the 
storeroom, the minimum and maximum quanti- 
ties, and since the purchase record will probably 
be combined with the perpetual inventory record, 
it will indicate order number, date, name of the 
firm, receiving report number, quantity received, 
voucher number on which payment was made, 
unit cost, per cent of discount, total cost, and 
freight. It will also indicate the standard purchase 
unit. The purchase record will be used when a 
new order must be initiated to replenish stock. 


The purchasing department will depend upon 
the stores department for information regarding 
turnover of supplies, probable future needs and 
the most economical purchase unit. The stores de- 
partment will be able to give information which 
may be used in determining minimum and max- 
imum quantities to be carried in stock. When 
stocks have reached the minimum, a purchase 
requisition will be initiated by the head store- 
keeper and sent to the purchasing department. 
The purchase requisition will furnish the neces- 
sary information on previous orders, and stocks 
may be replenished in a fairly routine manner. 

Requisitions 

All orders must be in writing and duly author- 
ized. A requisition will be made out in the depart- 
ment, be signed by the department head, approved 
by the director or his representative, and then 
sent to the stores department. It is necessary that 
almost all hospitals carry a great many items in 
stock. Therefore, a catalog should be prepared for 
use by the departments. It should indicate the 
stock number, name of the article, and other in- 
formation such as size, length, weight, etc. Instruc- 
tions for writing requisitions should be incor- 
porated in the front of the catalog. Such instruc- 
tions should indicate that supplies of not more 
than one classification be included on one requisi- 
tion and that the items be listed in numerical 
order. The reason for this is that supplies will be 
grouped in the stores department by classification 
and they will be placed in order according to their 
numerical catalog number. Much time can be 
saved in filling requisitions if such a procedure 
is carried out. Furthermore, items which are car- 
ried in stock should be ordered on a separate 
requisition, since this will eliminate unnecessary 
work in the stores department. It may be well to 
point out at this time that departmental inven- 
tories should not exceed one week’s supply, and 
when the storekeeper believes that excessive 
quantities are being ordered, he should report this 
fact to the director, who will determine the rea- 
son for the increase over usual requirements. 
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The requisition must also indicate the depart- 
mental account number or the name of the depart- 
ment. Requisitions are priced and extended, and 
a departmental expense distribution by classifica- 
tion of commodities is then prepared at the end 
of each month or oftener if necessary, and posted 
to departmental expense accounts. Some control 
is exercised by comparison with the previous 
month’s expenses, taking into account census vari- 
ations and types of cases treated. 


A schedule of stores deliveries should be drawn 
up so that the work will be spread evenly over the 
entire week. So-called special requests should be 
kept to a minimum in order that the work of 
receiving and storing may be carried out. 


Receiving 


When the purchase order is written up by the 
purchasing department, a copy is made for the 
receiving clerk, which will be used by him when 
supplies are received. These copies should be kept 
in alphabetical order. There is some difference of 
opinion as to whether or not the copy of the pur- 
chase order which is sent to the receiving clerk 
should show the number of items, weight, etc., 
of the goods ordered. Some believe that if the 
quantities were omitted, the clerk would be re- 
quired to determine by count, weight, etc., the 
exact quantities received. Others believe that if 
the clerk knows the quantities ordered, discrep- 
ancies will be reported more quickly. In any event 
it is necessary that the receiving clerk have a copy 
of the order, which indicates from whom goods 
have been ordered and the types of commodities 
on order. 


No goods should be accepted unless the receiv- 
ing clerk has advice that the goods were ordered. 
This will eliminate unnecessary unpacking and 
repacking of items which were received in error. 
It may also eliminate taking certain supplies into 
stock which should be delivered directly to the 
department. At the University of Michigan Hos- 
pital a receiving report is prepared and a receiv- 
ing number assigned to each day’s receipts. By 
means of the assigned receiving number all goods 
are priced out at the cost rather than at an aver- 
age cost. Furthermore, a continual check is pro- 
vided of the perpetual inventory, since quantities 
issued are checked out according to the daily re- 
ceipt number on which they were received. In 
other words, if five thousand cakes of soap were 
received on daily receiving report No. 500, this 
quantity should be accounted for on the requisi- 
tion which refers to this receiving report number. 


If all goods ordered were received as ordered, 
a copy of the purchase order would be a sufficient 
record and it would not be necessary to prepare 
receiving reports. However, in a large organiza- 
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tion a great many receiving reports would be held 
up pending receipt of the balance of the shipment. 
If the copy of the purchase order was all that was 
used and it was held until all goods had been 
received, it would then be necessary that some 
other report be made indicating those items which 
had not been received so that a tracer might be 
sent to determine the status of the balance of the 
order. In other words, it would appear that about 
the same amount of work is involved in each case. 


Storage 


In placing material in the store it is necessary 
that a definite place be assigned for everything 
and that everything be kept in its place. 


Considerable loss may result if commodities are 
not properly stored. I have already stated that the 
storekeeper must have knowledge regarding the 
best methods and conditions under which stock 
may be kept. X-ray film, soap, vegetables, canned 
goods, medical and surgical supplies, meat, for 
example, require different storage conditions. In 
fact the problem of correct storage of all supplies 
would constitute a subject requiring separate spe- 
cial consideration. Periodic inspection must be 
made to guard against loss through spoilage, leaks 
in water pipes, rodents, insects, and similar condi- 
tions which cause loss to the hospital. 


No new item should be added to the store in 
stock until approval has been given by the admin- 
istrator. This will prevent innumerable items 
being added by irresponsible or thoughtless em- 
ployees. The perpetual inventory record should 
be consulted periodically to determine which 
items have become static and why they are not 
being used. If stocks have become obsolete, they 
should be removed from the storeroom and re- 
turned for credit if possible, disposed of for their 
salvage value, or even destroyed if necessary. 


All employees of the stores department should 
check out through one place so that adequate con- 
trol may be exercised. They should not take 
packages which have not been opened by the 
head storekeeper. Storeroom employees should be 
bonded as are those handling cash. 


Issuing 


When the central stores department is main- 
tained, supplies are charged to the various depart- 
ments as issued. Therefore, the stores account 


should be credited and the departmental accounts 
debited as requisitions are filled. As indicated, 
excessive amounts should not be issued in order 
that departmental inventories may be kept to a 
seven-day maximum stock. Large departmental 
inventories tend to promote carelessness and 
waste. Applicants for supplies should never be 
permitted within the storeroom and the physical 
set-up should be such as to not require someone 
standing guard at all times. 


Clerical Work 


Every entry on the perpetual inventory must 
have a document to substantiate it. The Requisi- 
tion would be used to post quantities delivered 
and the copy of the Purchase Order would indi- 
cate supplies on order. There must be sufficient 
clerical work to permit the immediate posting to 
the perpetual inventory. The larger the organiza- 
tion the more imperative this becomes. If postings 
are permitted to lag, supplies may be reduced 
below the minimum and consequent delay in or- 
dering may result in stocks becoming exhausted 
before additional supplies are received. Some 
authorities recommend setting aside a definite 
time in each day to write up purchase requisi- 
tions, believing that then there is less possibility 
of forgetting to order certain items. The purchase 
requisitions will be signed by the storekeeper and 
sent to the purchasing department. The perpetual 
inventory should be verified periodically, at least 
once a year, preferably oftener, by actual count 
made of the supplies on hand. 


Summary 


1 Nothing should be received into the storeroom 
that has not been recorded on the receiving 
report. 


2 Supplies should not be issued from the store- 
room unless a properly signed and authorized 
requisition is on file. 


3 Accuracy in receiving initial supplies and ac- 
curacy in posting to the perpetual inventory 
are absolutely necessary. 

4 Perpetual inventory should be verified period- 
ically. 

As indicated in the beginning, the same care 

should be taken of supplies as would be taken 
of cash. 
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Introduction To A Series of Articles 
on Hospital Safety 


The Committee on Insurance and Safety of the American Hospital Association 


appear in HOSPITALS rather than in manual 

form. One reason for publication in this fash- 
ion is because the average busy hospital superin- 
tendent has but little time to devote to the study 
of a manual. The second, and more important, 
reason for adopting this procedure is that it will 
lend itself more readily to revision of the sug- 
gestions made, to keep them in line with changing 
safety techniques. 


T= SERIES OF ARTICLES on hospital safety is to 


The significance of safety is perhaps best repre- 
sented by the fact that President Roosevelt, on 
August 18, 1941, foresaw the inevitable correlation 
between the accident rate and the rapidly accel- 
erating employment of inexperienced personnel. 
He issued a proclamation calling upon the 


“officers and directors of the National Safety 
Council to mobilize its nationwide resources 
in leading a concerted and intensified cam- 
paign against accidents, and .. . upon every 
citizen, in public or private capacity, to enlist 
in this campaign and to do his part in prevent- 
ing wastage of human and material resources 
of the nation through accidents.” 


In accepting the trust imposed upon us by the 
President, the National Safety Council has, in 
cooperation with the War Production Fund to 
Conserve Manpower Committee, embarked upon a 
campaign to secure funds from the war produc- 
tion industries to carry on this work. The War 
Production Fund Committee, consisting of nation- 
ally known business men and executives, under 
the chairmanship of W. A. Irvin, Past President 
of the United States Steel Corporation, has set 
$5,000,000 as the goal of this campaign. 


All of the-money raised will be expended in 
direct measures to reduce the toll of accidents 
throughout the nation. Plans have been made to 
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render assistance to existing state and local safety 
councils, and for the establishment of new local 
safety councils in certain areas where they are 
most needed. Additional regional safety confer- 
ences where industrial and traffic safety problems 
may be discussed and solved, will be held, and 
there will be instituted a nationwide educational 
program through magazines, newspapers, motion 
pictures and radio, tending to stimulate general 
public interest and participation in safety work. 


Funds will be available to render direct tech- 
nical assistance to industry in organizing or reor- 
ganizing plant safety programs, and special re- 
search projects will be instituted to develop more 
efficient safeguards and personal protective equip- 
ment. The work will extend to every field of 
accident prevention endeavor; industry, traffic, 
school, home, and farm. 


The information given is presented to illustrate 
the growing realization by industry and the public 
generally, of the seriousness of the accident pre- 
vention problem. Authoritative statistics pub- 
lished by the National Safety Council tell us that 
the loss of time caused by accidents in 1941 alone 
would have been sufficient, if productively used, 
to supply war equipment to 200,000 soldiers, sail- 
ors, or marines. While the operation of a hospital 
in a community may not be considered direct war 
work, it is nevertheless true that every employee 
who must be replaced because of death or perma- 
nent injury through accidents, either on or off 
the job, takes away from industry a potential war 
producer. Every injury, no matter how slight, adds 
to the cost of operation of the hospital; the cumu- 
lative effect of many injuries will detract from the 
efficient operation of any hospital. 


The first article in the series is “Safety in Hos- 
pitals” by John M. Roche. 
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Safety in Hospitals 






JOHN M. ROCHE 


T IS GENERALLY RECOGNIZED by hospital executives 
that accident costs are one of the important 
items of expense in the operation of hospitals. 

This expense may be divided into two natural 
classifications, that due to employee accidents and 
that due to accidents involving the public. While 
no dependable statistics are available on the num- 
ber and severity of either employee or public 
accidents on a nationwide basis, the seriousness of 
the problem is reflected in’ the insurance rates 
paid by hospitals for compensation and public 
liability insurance. 


The war emergency has focused attention on the 
unnecessary waste caused by accidents. Industri- 
alists, eager to cooperate in the nation’s drive for 
victory, are guarding against every possibility of 
injury to their employees because injuries mean 
lost time from work. Worse than that is the fact 
that highly skilled and experienced employees 
cannot easily be replaced because of the drains 
made by the military forces upon the labor mar- 
ket. This is no less true in the hospital field. 
Doctors, nurses, skilled technicians and even un- 
skilled hospital workers are not easy to replace 
in these critical times. A present greatly reduced 
staff of hospitals must be protected against further 
claims through the inauguration of sound accident 
prevention. 


The alert hospital executive realizes that the 
cost of accidents is far greater than that repre- 
sented by the insurance premium, first aid costs, 
or compensation payments. Through years of ex- 
perience safety engineers have proven that the 
cost of the average industrial accident is at least 
four times as great as the compensation payment 
and the cost of medical treatment. This same rea- 
soning can be applied to accidents involving em- 
ployees in hospitals. For example: a nurse carry- 
ing several thermometers slips and falls. She is 
not injured but six thermometers are broken. The 
cost of the injury is nothing but the cost of the 
accident is $1.60—in other words the cost of the 
equipment broken. In another case an x-ray tech- 
nician trips over an extension cord in the x-ray 
room while carrying a roentgen tube. He breaks 
his arm but the tube is shattered. The cost of his 
injury is six weeks lost time at $175. plus $30. for 
medical attention. The cost of replacing the tube 
is $500. 

In still another instance a sterilizer explodes 
because of poor maintenance on the relief valve. 
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Treatment of minor burns to three emloyees costs 
a total of $6. while the price of a new sterilizer 
is $800. 


Hundreds of such cases could be cited. The 
experience of every hospital executive is dotted 
with similar experiences. It must be remembered, 
also, that even the price of replacing or repairing 
equipment may not represent the whole cost of 
an accident. There is the problem of replacing an 
employee who is injured, the cost of renting equip- 
ment for use while that damaged is being repaired, 
the cost of loss of use of valuable hospital equip- 
ment, the effect of accidents upon the morale of 
employees and in some cases the value of the time 
lost by executives in attending compensation hear- 
ings must be included. 


In public accidents, where claimants success- 
fully prove their case, the money loss may rep- 
resent far more than the injury suffered. In ad- 
dition to this there must always be considered the 
damage to hospital “good will” through injuries 
to patients or visitors. Public confidence in a 
hospital is an invaluable asset; it cannot be jeopar- 
dized through permitting conditions to exist likely 
to cause accidents to patients or visitors. 


What Can Be Done About It 


Accidents involving employees, patients, or visi- 
tors can be prevented if a sound accident preven- 
tion program is developed and administered by the 
operating executives. This does not mean sporadic 
safety campaigns can be relied upon to eliminate 
accident producing conditions. The plan must 
be a part of the permanent operating policy of 
the hospital and it must be considered as an ele- 
ment of major importance in running the institu- 
tion. 


There are special problems which must be con- 
sidered in devising a plan for accident prevention 
for the average hospital. A hospital differs from 
any other kind of business institution in that they 
have a working force consisting of professional 
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men and women, highly trained and skilled em- 
ployees, and a certain proportion of unskilled per- 
sonnel. Difficulty may be experienced in convinc- 
ing the professional staff of the necessity for 
observing all safety rules and regulations specified. 
But, in general, this difficulty will not be so great 
in the case of the technical staff and the unskilled 
workers. For that reason the plan for accident 
prevention must be backed up with all the au- 
thority of the executive staff to the end that the 
professional personnel will cooperate to the fullest 
degree. 


Another factor that makes hospital safety work 
different from industrial safety work is that the 
patient is not a normal healthy person. For this 
reason more than the usual safeguards must be 
applied to prevent them from injuring themselves. 
Then, too, those who call on patients may be more 
liable to accidents because of a disturbed state of 
mind, particularly, if the person they are visiting 
is a close relation. 


Fundamentals of Accident Prevention 


The problem of operating hospital safety may 
seem hopelessly complicated because of the un- 
usual conditions known to exist. These problems, 
however, can be overcome by the application of 
tested procedures that have proven themselves 
through years of experience. These are embodied 
by what might be termed three fundamental con- 
siderations, namely: a sincere desire for safety, 
the provision of a safe working environment, and 
placing a safe worker in that safe environment. 


In using the term “sincere desire for safety,” 
it must not be assumed that a mere wish to operate 
safely can be substituted for a deep seated belief 
that accident prevention is worth while because 
it is humane and, too, because it adds to the op- 
erating efficiency of the hospital. The desire for 
safety must start from the top, spread down 
through the operating divisions, and permeate the 
working forces of the organization. 


The desire for safety on the part of the operat- 
ing management must be demonstrated by definite 
action and by good example. An excellent op- 
portunity to prove management’s interest in safety 
is to make certain that a safe working environ- 
ment is provided. This is management’s definite 
contribution to the safety program. Proper build- 
ings, equipment, and apparatus must be provided 
and maintained in good condition. Protected ele- 
vators, guarded laundry machines, adequate safety 
devices on pressure vessels, elimination of slippery 
floor conditions, insistence upon good housekeep- 
ing and the proper layout of supplementary hospi- 
tal services are some of the factors which make 
for a safe working environment. 


The training program for employees is impor- 
tant. It starts with the proper selection and place- 
ment of workers. It would be worse than useless 
to place an inexperienced and incompetent worker 
on a job requiring the skill of a laboratory tech- 


nician. It is equally obvious that to place an ill or 


physically unfit worker on a job that required 
great physical exertion would be unwise. 


After proper placement of employees accord- 
ing to their physicial and mental qualifications 
the job of training must be continued through the 
application of all recognized media. Careful job 
instruction and check-up, safety meetings, the 
use of sound film strips, service on safety com- 
mittees, the use of safety posters and many other 
devices may be utilized to accomplish this. The 
important fact is that the training must start from 
the day the worker enters the employ of the hospi- 
tal and not cease until he leaves. 


There is no possibility of training visitors or 
patients beyond diplomatically admonishing them 
through the use of signs or through verbal in- 
struction to avoid certain bad practices. For that 
reason it is highly important that the premises 
be kept in as good physical condition as possible. 
Safe environment is the all important factor in 
the case of patients and visitors. 





Doctor Teofilo de Almeida 


Doctor Teofilo de Almeida, who, many hospital 
people of North America will recall, was the rep- 
resentative of the Republic of Brazil to the Latin- 
American Congress of Hospitals which met in 
Atlantic City, New Jersey, in 1941, has been hon- 
ored by the President of Brazil. 


President Getulio Vargas conferred this new 
honor on Doctor Teofilo de Almeida in recognition 
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of his outstanding achievements in the improve- 
ment of the Nation’s hospitals by ordering his ele- 
vation from Class L to Class M. 


Among the list of Doctor Almeida’s achieve- 
ments was mentioned his being sent as a repre- 
sentative of Brazil to the United States in 1941 to 
study hospitals. 
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world the capital invested in hospitals has 

been provided by the general public through 
philanthropy or taxation. In the United States 95 
per cent of the $3,500,000,000 invested in American 
hospitals has been provided without expectation 
of repayment of, or earnings on, the original cost. 
Five per cent has been invested by stockholders 
or individual physicians or business men in “pro- 
prietary” hospitals; 45 per cent of the capital is 
under control of nonprofit associations and reli- 
gious orders; 50 per cent is in city, county, state or 
federal institutions. 


fern ARE SOCIAL CAPITAL. Throughout the 


The proportions of social capital in the hospitals 
of other countries are still higher. Proprietary 
hospitals are almost unknown in Canada. The 
voluntary hospitals and council hospitals of Eng- 
land make the investment in nursing homes insig- 
nificant by comparison. The private “clinics” of 
central Europe were the exception to the rule that 
governmental and church institutions provide the 
hospital equipment of the nation. 


Fixed Charges Defined 


The term “fixed charges” may be used to indi- 
cate those expenses which are independent of the 
extent to which plant and equipment are utilized. 
In general, fixed charges arise directly from the 
permanent and irrevocable investment in the hos- 
pital, and they may properly be said to represent 
the value of the use of the invested capital. They 
include interest, depreciation, taxes and rent. 


Rent paid for the use of buildings is essentially 
a composite of interest, depreciation, and taxes. 
In the field of hospitalization, taxes are not usu- 
ally assessed upon buildings owned by nonprofit 
corporations and, of course, not against govern- 
ment property. The fact that hospitals are con- 
structed from voluntary contributions or public 
funds tends to obscure the fact that the fixed 
charges of interest and depreciation are borne by 
the patients, contributors or taxpayers. 


Increased Government Support 


For the first three decades of this century vol- 
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untary hospitals expanded rapidly through pri- 
vate donations for land, buildings, and equipment. 
Each new generation supported generously the 
humanitarian and religious motives behind vol- 
untary hospitals, by providing new and extended 
facilities and by current contributions to the costs 
of free and part-free hospital service rendered to 
the sick and injured. 


Private donations for hospital capital and for 
current costs of service have been proportionately 
reduced during recent years, with little likelihood 
that they will soon be restored. Most of the hos- 
pital construction of the last decade has been 
financed directly or indirectly by local, state, or 
federal taxation. Total governmental payments 
for hospitalization are greater than all philan- 
thropic contributions for hospital service, and 
since 1935, government payments to voluntary 
hospitals have equalled the total receipts from en- 
dowment income and voluntary contributions. 


As a general rule, the unit costs of hospital ser- 
vices (per-diem, per-visit, per test, per film, etc.) 
are calculated without reference to the value of 
the use of the capital invested in land and perma- 
nent building structures. This policy is said to be 
justified on the basis that any attempt to establish 
rates for hospital service upon costs which are 
already “prepaid” by generous donors would de- 
feat the hospitals’ charitable purposes. And, in so 
far as hospital rates are based upon costs, this 
argument is reasonable, at least with respect to 
hospital patients of limited means who find it 
difficult to finance the basic necessities of hospital 
care. It would be less defensible with respect to 
patients requesting semi-luxury accommodations 
or demanding hospital services beyond those re- 
quired for adequate diagnosis and treatment. 
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The “Blue Cross” Problem 


The matter of including allowances for the use 
of invested capital in payments to hospitals for 
subscribers to Blue Cross plans has been given 
considerable attention recently, with the different 
points of view reconcilable in a statement some- 
what as follows. Hospital costs must be met from 
some source. Blue Cross subscribers, particularly 
those in semi-private accommodations, are not 
supposed to be charity cases, even in part. But 
neither should hospitals expect more from Blue 
Cross subscribers than they charge to paying 
members of the general public. When and if it 
becomes the policy for the hospitals of a com- 
munity to base their rates for hospital services 
upon costs which include allowances for the re- 
placement of the permanent investment in such 
hospitals, then such allowances may properly be 
included in the payments by Blue Cross plans on 
behalf of their subscribers. 


A similar problem arises with respect to pay- 
ments by governments to nongovernment hospi- 
tals for the care of government beneficiaries. 
Recently the United States Children’s Bureau has 
recognized the reasonableness of having the na- 
tional government pay its proper share toward 
the values of the use of capital investment in local 
community hospitals by allowing a flat rate of 
10 per cent to be added to the per-diem operating 
costs in determining payments for the beneficiaries 
under the Maternal, Child Health and Crippled 
Children Services. 


A Mistaken Assumption 


All of the foregoing discussion, and much of 
the discussion over Blue Cross and governmental 
payments to hospitals, assumes that hospital ad- 
ministrators generally maintain complete and 
adequate records of the values of the capital in- 
vestment in their institutions. This assumption is 
false. It is not the purpose of this paper to debate 
whether fixed charges should be included or ex- 
cluded when determining the adequacy of Blue 
Cross or governmental payments to hospitals. 
Such a discussion is a matter of public policy 
which must be decided in terms of the history 
and probable future of hospital financing, the 
existing policies of government finance, current 
attitudes toward the role of hospitals in American 
life, and the practical facts with respect to need 
for capital replacement and expansion. 


The purpose of this paper is to demonstrate that 
adequate records of “fixed charges” are necessary 
to a calculation of reasonable allowances for the 
use of hospital capital, whether as the basis of 
long-run community financing or as the basis for 
current bargaining between hospitals and other 
community agencies paying for hospital services 
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for their subscribers or beneficiaries. Most of the 
discussion will be directed to the problem of de- 
preciation, with less attention to the theory and 
practice of accounting records for interest and 
taxes. 


Neglect of Interest and Depreciation 


Hospital accounting has generally ignored ref- 
erence to interest and depreciation on the invested 
capital. Where outstanding debts have required 
regular interest payments, such disbursements 
have been reported in the ledger accounts. But 
attention is seldom given to the value of the ser- 
vices rendered by plant and permanent equipment 
from year to year. 


There is a tendency to argue that “depreciation” 
does not exist for a publicly owned institution, 
since neither the voluntary contributors nor the 
taxpayers expect repayment of the capital, least 
of all to have the repayment made regularly from 
‘earnings of the institution. As one administrator 
suggested: “Depreciation on hospitals is like the 
snakes in Ireland, namely: non-existent.” Depre- 
ciation is, of course, hidden from view, but the 
gradually reduced value from use and obsoles- 
cence cannot be denied. It is only a question of 
time until the value must be restored by addi- 
tional contributions or taxation. 


Donated Buildings are Donated Services 


The value of the services of capital investment 
is no less great because the plant and equipment 
have been donated by philanthropy or taxation. 
Interest and depreciation on social capital are as 
much a part of the cost of hospital service as if 
the plant and equipment were owned by stock- 
holders and bondholders. The total cost to society 
includes interest and depreciation, even though 
earnings from patients, insurance funds, and other 
private sources do not suffice to cover allowances 
for such fixed charges. 


A business firm would not ignore interest and 
depreciation in the calculation of total expenses 
or the unit costs of its product, even though there 
were no outstanding indebtedness against the 
plant and equipment, and even though the owner 
had inherited the building as part of a family 
fortune. A reasonable estimate of expenses must 
include allowances for interest and depreciation 
on the invested capital. Likewise, hospital capital 
inherited by the population from the philanthro- 
pists or taxpayers represents an expense of each 
year’s hospitalization. To be sure, they are “pre- 
paid expenses,” but they are no less real costs to 
society as a whole. The capital invested in hos- 
pitals has been diverted from business activity, 
and from other social service, such as schools or 
recreation halls. 














The hospitals donated to society are prepaid 
costs of service, which should be applied to the 
fiscal periods when service is rendered. These 
costs should not be “charged off” as expenditures 
applying only to the years of construction, nor 
should they be ignored as if they were gifts from 
heaven. Even for heavenly gifts, common courtesy 
requires the annual ritual of recognizing and re- 
cording the value of the services during each year. 


Inadequacy of Plant Asset Accounts 


The costs of buildings and permanent fixtures 
are incurred infrequently, and usually are not 
paid from funds provided for current services. 
These facts explain the tendency to regard inter- 
est and depreciation as separate from other ex- 
penses of each fiscal period. But they do not 
justify entire disregard of the original investment 
or the annual value of the services received there- 
from. Unfortunately, and one may say incorrectly, 
many hospital ledgers contain no record of the 
original costs of land, buildings, and equipment, 
or of the additions to or the destructions of the 
separate structures. 


Accounting Practice for Replacements of 
Apparatus 


Allowances for the services of apparatus and 
equipment are generally recorded and reported as 
operating expenses by hospitals. This is accom- 
plished either by charging replacements as ex- 
penses of the period in which they are purchased 
or discarded, or by systematic apportionment of 
their value to each period or year of service. The 
practice arises out of the overt recognition that 
such equipment has a relatively short life, and 
must be replaced within five or ten years. In fact, 
scientific equipment is continuously being “deval- 
ued” by the invention of more effective devices 
for diagnosis and treatment. 


Magnitude of Fixed Charges 


The value of the use of plant and fixtures in a 
hospital may represent from 5 to 20 per cent of 
the expenditures for salaries, supplies and pur- 
chased services. For example, a 200-bed hospital 
may have been constructed at a cost of $1,000,000 
for land and buildings, exclusive of scientific 
apparatus or other movable equipment. The capi- 
tal investment in such a hospital represents $5000 
per bed or $250. per year, if an allowance is made 
of 2 per cent for depreciation and 3 per cent for 
interest. If we assume that each hospital bed is 
occupied 250 days per year (approximately 70 per 
cent of capacity) the allowance for interest and 
depreciation becomes $1. per patient-day through- 
out the year. 


The foregoing figures are all conservative esti- 
mates for investment, interest, depreciation and 
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occupancy in the general hospitals of America. 
The method of calculation may be applied to any 
set of values and percentages. The purpose here is 
merely to emphasize the value of the capital in- 
vested in hospitals by the general public. 


Even if the entire public contributes through 
taxation, and even though the entire public is 
eligible to benefits from the institutions, there is 
still an advantage in recording the value of the 
services from year to year. It is no argument to 
say that capital investment is merely the people’s 
provision of service to themselves, hence need not 
be recorded. The same may be said of police or 
fire protection, although, of course, these latter 
expenses are incurred from year to year, not inter- 
mittently from generation to generation. 


Rates of Depreciation 


It is difficult to calculate the value of the ser- 
vices of plant and equipment in a hospital, but no 
more difficult than for a manufacturing establish- 
ment. The income tax laws of every country estab- 
lish legal rates at which original cost may be 
written off as expense. In the hospital field, build- 
ings may, of course, become obsolete long before 
they have deteriorated from wear and tear. Pres- 
ent-day estimates in the United States suggest a 
life of fifty years for fireproof building structures, 
with twenty years for the permanent fixtures such 
as heating, lighting, and power equipment. These 
ratios were recommended by the Committee on 
Accounting and Statistics of the American Hos- 
pital Association in their official classification of 
accounts first published in 1935. 


Accounting Procedures for Depreciation 


The recording of depreciation assumes, of 
course, that records will be maintained for the 
total values of plant and equipment: original cost, 
additions for new construction and subtractions 
for sale, destruction or other disposal. Likewise, it 
assumes that records will be kept for the accumu- 
lated depreciation, appropriately separated ac- 
cording to buildings. 


The accumulated subtractions from original 
costs represent a credit in the accounts, appear- 
ing on the balance sheet as a deduction from the 
value of the plant and equipment. The offsetting 
debits appear as “fixed charges” in the statement 
of income and expense, sharply separated from 
the “operating expenses”, represented by salaries, 
supplies and purchased services. The debits to the 
depreciation expense accounts may be “cleared” 
through the profit and loss account, or transferred 
directly as a subtraction from the net worth ac- 
count designated as Plant Capital, or Plant Sur- 
plus, or some other appropriate title. The net 
result of these accounting entries is to adjust the 
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asset values and the net worth (invested capital) 
values in a systematic manner from year to year, 
rather than intermittently at the time of construc- 
tion or destruction of buildings and permanent 
fixtures. 


Advantages of Accounting for Fixed Charges 


There are times when allowances for fixed 
charges are desirable in the calculation of total 
expenses and unit-costs of hospital services. For 
example, fixed charges must be considered when 
deciding whether to construct a building or to 
rent one already available for use. Likewise the 
pricing of services to patients or their financial 
sponsors, such as a governmental unit, an insur- 
ance corporation, or a Blue Cross plan, may be 
influenced by a recognition of interest and depre- 
ciation on invested capital. It may happen that 
public policy will dictate a price lower than the 
total costs, but it is important that such a policy 
be adopted with full realization of the factors 
involved. 


In the United States the estimates for deprecia- 
tion have been a partial justification for the rela- 
tively higher rates charged for services in “pri- 
vate” rooms than in semi-private and ward 
accommodations. Since the invested capital has 
been donated for the poor and persons of moder- 
ate means, it is argued that the well-to-do user of 
private rooms should not expect to share in the 
donations of his fellow tax-payers or philanthro- 
pists. Rates for services are, therefore, established 
at levels sufficient to allow for use and repayment 
of the invested capital. To the extent that fees 
exceed the operating expenses, they are applied 
to costs incurred on behalf of patients who pay 
much lower amounts. 


Importance of Comparability 


Clear records of interest and depreciation facil- 
itate comparison among institutions, which may 
have different amounts and proportions of capital 
investment and indebtedness. Interest payments 
on actual indebtedness should not be hidden under 





such categories as “financial” expense, “adminis- 
tration” expense, etc. Likewise, depreciation al- 
lowances, on buildings and permanent fixtures 
should not be lost under such titles as “main- 
tenance” or “plant operations.” Only by establish- 
ing separate-accounts for interest and depreciation 
can they be disengaged easily from the controll- 
able operating expenses for salaries, supplies and 
purchased services. 


Recommendations 


The first step toward proper “inclusion” of these 
expenses in total costs is a systematic “exclusion” 
of them from operating costs. The following 
recommendations are submitted as the foundation 
for an enlightened approach to the role of fixed 
charges in hospital financing. 


1 Accounting records should be made of the 
purchase price or construction cost of all land, 
buildings, and equipment used for hospital pur- 
poses, these to appear as assets in balance sheets 
of the hospital, to be offset by an account properly 
designated by some such title as Plant Capital 
or Plant Surplus. 


2 Allowances should be made for depreciation 
on buildings and permanent fixtures, to appear 
currently as “fixed charges” in the expense ac- 
counts, and accumulated as “reserve for depre- 
ciation” in the balance sheet. 


3 All interest expenses—whether on borrowed 
capital or estimated on invested capital—should 
appear in a separate portion of the hospital state- 
ment of financial operations, under the general 
classification of “fixed charges.” 


4 Allowances for depreciation of the value of 
buildings and permanent fixtures should be sep- 
arated from operating expenses in the statements 
of financial operations. 


5 All calculations of unit-costs of hospital ser- 
vice—patient-days, x-ray films, laboratory tests, 
etc. should indicate whether, and to what extent, 
the amounts include allowances for interest and 
depreciation on buildings and fixed equipment. 





Percy L. Jones General Hospital 


The famous old Battle Creek Sanitarium of 
Battle Creek, Michigan, on August 1 formally be- 
came the Percy L. Jones General Hospital for war 
casualties, and military guards now patrol the 
place. The sanitarium was purchased by the Army 
for $2,251,100 and its new name commemorates the 
memory of the late Colonel Percy L. Jones, USA, 
(retired), who was superintendent of Hamot Hos- 
pital, Erie, Pennsylvania, for several years. 
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A. A. Aita Honored by McKendree 
College 


McKendree College of Lebanon, Illinois, has 
conferred the honorary degree of Doctor of Laws 
on A. A. Aita, administrator of the San Antonio 
Community Hospital, Upland, California, “in rec- 
ognition of outstanding services in scientific in- 
vestigation and application, in hospital manage- 
ment and laboratory work, in relief of human 
suffering, and for his faith in God and man.” 








Price Trend of Hospital Commodities 


McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


TABLE PORTRAYING CORRELATION BETWEEN COMMODITY PRICES AND CosT oF LIvING DURING WoRLD War I AND EaRLy Post- 
WAR PERIOD AND ALSO CHANGES SO FAR IN CURRENT WAR ERA 


Commodity 
Prices 
Bureau of 
Labor 
(1926 = 100) 


Cost of 
Living 
(1913 = 100) 
103.0 
105.1 
118.3 
142.4 
174.4 
199.3 
200.4 


NE OF THE OUTSTANDING PHASES that is gain- 
€& ing prominence in the spotlight is the cost 
of living. What happened during World 
War I is not necessarily a criterion for World War 
II. Nevertheless, fundamentally, the economic 
problems are not materially different. Looking 
back, it is of interest to note that practically all of 
the control measures adopted a quarter of a cen- 
tury ago are also in operation today. Briefly re- 
viewing, there was an elaborate program of price 
control and rationing; in short, administrative 
power over every single phase of our economic 
structure. Now it is extremely easy to see that 
these measures were not sufficiently adequate or 
effective. For example, the Bureau of Labor Index 
of Commodity Prices (1926-100) averaged 68.1 in 
the year 1914, with the extreme low occurring in 
July and December — 67.3. The price trend in- 
creased slowly during 1915, but quickly gained 
momentum in 1916 and by 1917 the Index aver- 
aged 117.5. After a temporary setback following 
the signing of the Armistice, the upward price 
trend was renewed and the peak was not reached 
until May 1920, when the Index touched 167.2, an 
increase from the 1914 average which measured 
146%. 
Naturally, the cost of living followed in the 


Commodity Cost of 
Prices Living 
(1926 = 100) (1935-39 = 100) 


CLS | PRR ication er et hick 99.5 
anon (OHO 100.3 
BN ie, 105.2 
2 ade Se pe eA Cae ..-- 98.6 116.4 


*Latest Available. 


Bureau of Labor Index covering living costs which 
stood at 100 in the year 1913, was around the 216.5 
mark in May 1920, an increase of 116.5 per cent 
over the 1913 base seven years earlier. A lot has 
happened over the past two decades, characterized 
by a prolonged period of abnormal industrial 
activity from 1922 through the better part of 1929, 
and then almost a decade of economic adversity. 
The war has changed everything, and now we are 
concerned over the factual data that measure the 
economic picture today. As previously stated, the 
chain of events chronicled from 1914 to November 
1918, and the subsequent period are not neces- 
sarily a reliable criterion to use at this time, yet 
it is exceedingly difficult to get away from the 
fact that history appears to be repeating itself 
with little reservation. 


When England entered the war in September 
1939, the Bureau of Labor Index of All Com- 
modities stood at 75.0. The initial advance proved 
extensive, but embodied only one month. Out- 
standing price stability prevailed from November 
1939, through the opening months of 1941. By the 
end of that year the Index stood at 93.6, or an 
increase of 17 per cent over the level prevailing a 
year earlier. The adoption of the Emergency Price 
Control Plan in the spring of this year temporar- 


wake of these radical price oscillations, and the ily halted the price advance, and at this writing 


MONTHLY INDICES FOR HOSPITALS 


Aug. Aug. Aug. Aug. Aug. Aug. ; Jan. July Aug. 
1936 1937 1938 1939 1940 1942 1942 1942 


ALL COMMODITIES! : 76.2 84.4 69.6 64.4 69.3 92.5 97.6 98.3 


Industrials! ; , 73.1 82.0 Thiet 71.3 75.4 92.4 94.4 98.3 
Agricultural! F 75.6 69.2 54.5 53.4 57.5 : 87.9 88.8 88.5 
Livestock! ; 81.4 105.2 74.1 58.1 66.7 : 101.6 119.8 124.0 
Factory Employment? : 101.2. 222 90.2 99.5 107.4 132:4° 139.2" 138.9" 
Factory Pay Rolls? : 87.3 108.7 77.9 91.2 105.5 173.5 195.0% 197.4* 
Wholesale Grocery Index? E 88.1 86.9 73.4 72.7 74.8 10736 -212:7 «112.8 
Cost of Living? , 99.4 102.8 100.9 98.6 100.5 112.0 116.0% 116.3* 


1McGill Index 

*Bureau of Labor 

8National American Wholesale Grocers’ Association 
*Estimated 
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the index stands at 98.6, or 31 per cent over the 
level prevailing at the outbreak of warfare in 
September 1939. Meanwhile, the cost of living 
(1935-39 equaling 100) in September 1939, stood 
at 100.6. Little change occurred during the follow- 
ing year and a half, but the records show that 
during the closing months of 1941 the advance 
was gaining outstanding momentum. Today the 
cost of living is more than 16 per cent greater than 
was the case three years ago. 


A break-down of the cost of living index cover- 
ing the period September 1939, to date is of inter- 
est: The price level of clothing has climbed from 
100.3 less than three years ago to a current figure 
of around 125.3. Food, which carries the greatest 
weight, has increased from 98.4 in September 
1939, to a new high of 123.2 at the present 
time. Fuel, electricity, and ice show a much 
smaller percentage rise, yet the trend has 


moved steadily upward, the comparison being 


98.6 in September 1939, and currently stand- 
ing at 105.0. House furnishings have moved up- 
ward with pronounced speed, advancing from 
101.1 in September 1939, whereas the latest 
figure is 122.3. A special effort has been made to 
stabilize rents, particularly in the industrial cen- 
ters, and the records show that the advance has 
been held within bounds. At this time in 1939 the 
Index covering rents stood at 104.4. A year ago 
it was 105.8, and is now resting at 108.5. The Mis- 
cellaneous group has by no means been idle and 
has advanced from 101.1 less than three years ago 
to a current figure of 110.9. 


Facts must be faced, and sufficient time has 
elapsed since the President announced the seven- 
point war program to clearly indicate that control 
measures are not sufficiently powerful or compre- 
hensive to definitely curb the forces which lead to 
inflation. The only thing left to do is to hammer 
home the inconsistencies until corrective measures 
are adopted. It is hardly necessary to emphasize 
the laxity in freezing prices. To date the plan to 
Stabilize price levels is only half-hearted. This is 
not an opinion but an actual condition, well illus- 
trated by the tendency of prices to renew the up- 
ward price trek in recent weeks. The point is that 
ceiling prices are extremely flexible and the 
moment that one ceiling is revised upward, this is 
a definite signal for others to follow suit. Bear in 
mind that the powerful congressional farm bloc 
as well as the farmer have not for one instant 
changed their opinion and the pressure is still on 
for higher farm prices from a longer-range stand- 
point. This in itself is of sufficient importance to 
forcefully affect the cost of living. 


The national wage rate policy needs clarifica- 
tion. While OPA frowns upon increased wage 
tates and on the surface there appears to be a 
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general move for the adoption of stabilization of 
wage rates, yet it is only necessary to read the 
newspapers which almost every day carry the 
story of higher wage rates in practically every in- 
dustrial center. Not until the leaks are blocked 
up is there any hope for effective stabilization. 
Here is the picture in a nutshell: Important deci- 
sions will be postponed until elections are over. 
Then the President’s seven point program will be 
reviewed and revised, and there is no question in 
our mind that whereas there is at present a lack 
of political courage, this will not be the case at the 
opening of 1943. This does not mean a perfect 
economic set-up because, fundamentally, economic 
forces cannot be completely controlled. We are 
progressing on the premise that commodity prices 
as well as the cost of living will be higher at the 
turn of the year than is the case today. The war 
has the earmarks of a long-drawn-out affair and 
the longer it lasts the greater the pressure will be 
for rising prices and living costs. We do not sub- 
scribe to the theory that the same radical sweep- 
ing advance which characterized the period 1914 
through 1920 will be repeated during World War 
II, but we do contend that the advance in com- 
modity prices and living costs will be considerably 
more pronounced than is the general conception 
at the present time. 


So far, the masses have been little concerned 
over the cost of living, as employment has forged 
ahead by leaps and bounds and now stands 39 per 
cent above the level in August 1939. Even more 
impressive is the increase in factory pay rolls 
which during the same period climbed 114 per 
cent. Never in the history of the country has there 
been so little unemployment and such tremendous 
purchasing power. The real pinch in the cost of 
living will occur next year at which time the first 
blow of burdensome taxation will be actually felt. 
Then too, as this war must be financed, compul- 
sory saving will take its toll. 


Drugs and Chemicals 


An extremely strong statistical position prevails, 
and this will be the case for an indefinite period. 
WPB has issued orders which definitely specify 
the list of materials for which cargo space will be 
granted. Supplies of drugs and chemicals of for- 
eign origin are destined to be in short supply for 
the duration. Meanwhile, domestic production is 
rapidly entering consuming channels; it is only 
the Emergency Price Control Plan that is prevent- 
ing radical price strength. 


Paper Products 


Paper is on the list of industries which are under 
consideration for concentration of production. The 
idea is to concentrate output of a score of major 
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industries in order to release labor for essential 
war work. The magnitude of the contraction in 
output has automatically created a better balance 
between supply and demand. Invisible inventories 
are now diminishing, and it is our contention that 
by October a renewal of demand will be of suffi- 
cient proportions to not only halt the diminishing 
rate of output, but to result in a rebound of sizable 
proportions. Frankly, there is no longer any log- 
ical reason for imposing unorthodox restrictions 
on paper consumption in general. War require- 
ments are bound to increase and per capita con- 
sumption is bound to reflect unprecedented em- 
ployment and record-breaking purchasing power. 


Cotton Goods 


The initial crop estimate of 13,085,000 bales is 
much more optimistic than was believed possible 
a few months ago. Even though there is consider- 
able crop deterioration during the later months 
of the season it is now apparent that all consum- 
ing demands and lend-lease exports can be met 
through the combination of the carryover from 
last year plus the new crop. The Government- 
owned carryover approximates 5,000,000 bales, 
and trade supplies also are close to 5,000,000 bales. 
We believe that consumption during the 1942-43 
season will run between 12,000,000 and 13,000,000 
bales, and that lend-lease exports will average 
roughly 2,500,000 bales. Thus, while all demands 
will be met, there will be a further reduction in 
the carryover at the end of the 1942-43 season. 
With adequate supplies of cotton indicated for the 
1942-43 season, no immediate change in produc- 
tion schedules or in prices of finished goods is in 
prospect during the immediate future. Price sta- 
bility is now more or less dependent upon wage 
levels in the textile industry or a higher crop loan 
by the Government, the latter being extremely 
unlikely at this time. Government buying will 
continue to be a major factor in the market. 


Fuels 


Statistics clearly indicate that the consumer 
stockpiling of bituminous coal during recent 
months has been of sizable proportions. In June, 
despite a 4 per cent decline in consumption and a 
14 per cent decline in deliveries by retail dealers, 
bituminous stocks in the hands of consumers 
totaled 65,688,000 tons, a gain of 8.4 per cent dur- 
ing the month, while stocks in dealers’ hands to- 
taled 7,580,000 tons, or a gain of 11.5 per cent 
from a month earlier. It is a question, however, 
whether the stockpiling so far has reached desired 
levels. The critical period for railroad transporta- 
tion will occur during the next two months, and 
if that period can be bridged without important 
interruptions, industrial consumers at least should 
be in a position to meet all fuel requirements dur- 
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ing the winter. The fuel oil situation is none too 
favorable, especially for the curtailment area. 
Stocks of both residual and distillate fuel oils 
stand substantially below a year earlier, and the 
difficulty of moving fuel oils overland will be in- 
creased during the winter months. At the present 
time tank-car shipments into the curtailment area 
have reached a new high, but during the next two 
months the freight car movement generally will 
be at record levels, and there is no assurance that 
a continued fuel oil movement into the rationed . 
states can be maintained. Based on current sta- 
tistics, a definite shortage of fuel oil for even the 
most essential use is indicated next winter. 


Despite the establishment of the coupon ration- 
ing system in the coastal area, motor fuel con- 
sumption has not been reduced to the expected 
level. Detailed statistics of current trends are not 
yet available, but it should be recognized that the 
amount of gasoline being transported into the 
curtailment area has reduced the transportation 
space available for the movement of distillate and 
residual fuel oils. Tank-car shipments of petro- 
leum to the East Coast recently reached a new 
high of 800,000 barrels daily. Oil handled by inter- 
state pipeline companies is now estimated to be 
increased about 20 per cent over year-earlier fig- 
ures. The present trend of gasoline consumption 
may make necessary even more rigid restrictions 
on use in the rationed states. Mid-Continent re- 
finery gasoline prices have advanced moderately 
because of the heavy movement to the East Coast. 


Groceries 


The index of groceries has continued to move 
on a stable plane since the inauguration of the 
price control bill. No basic change is indicated 
during the near-term period, but it is generally 
conceded that due to increased producing costs 
and narrowing profit margins it will be necessary 
to revise price ceilings upward by the closing 
quarter of the year. It must be remembered that 
there are many commodities in the food classifica- 
tion that are not subject to price regulation. 


Dairy Products 


Four forces support a strong price trend for but- 
ter: (1) The Government minimum price now up 
to 39 cents a pound; (2) heavy Government pur- 
chases for Army, Navy, and lend-lease export; (3) 
high per capita consumption reflecting widespread 
employment and purchasing power; (4) seasonal 
characteristics. 


A check-up of the cheese market reveals that 
while cold storage holdings appear burdensome, 
aggregate supplies are not heavy in terms of pro- 
spective consumption. Per capita consumption will 
increase, reflecting buying power and the shortage 
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of beef in important consuming districts. Then, 
too, it will be necessary to export larger quantities 
to the United Nations under the lend-lease pro- 
gram. 


Production of eggs will remain at record-break- 
ing levels, but the stage is set for a steady volume 
of domestic consumption, while the underlying 
trend of exports of dried egg products is destined 
to move upward under the lend-lease program. 


Seasonal forces also carry weight, and a higher 


price structure is indicated a few months hence. 
* * * 


In summary, the main point to keep in mind is 
that economic forces can be sidetracked but can- 
not be entirely eliminated. Control measures will 
check the advance in prices and living costs, but 
control mechanism will merely retard and not pre- 
vent higher levels from a longer-range standpoint. 





Get Ready For Winter 


Now is the time to give boilers and heating 
systems the last once over to be sure they are in 
the best of operating condition for the coming 
season. With new equipment all but unobtainable 
and repair and replacement parts available with 
difficulty and then only after much delay it is 
of especial importance that the entire plant be 
in such shape as to assure uninterrupted operation 
and maximum efficiency. 


Combustion apparatus. If hand fired, see that 
grates are in good condition, all damaged sections 
replaced and that shaking apparatus is in good 
operating order. If stoker fired, see that motors 
are clean, old lubricants cleaned out and new 
ones supplied. All working parts should be cleaned 
and well adjusted, and on all control apparatus 
clean points and solenoids, see that they operate 
promptly and that the entire apparatus is in effi- 
cient working condition. 


If oil fired, see that storage tank is clean, heater 
controls well adjusted, all strainers and piping 
clean, and that burners have been taken down, 
thoroughly cleaned, and well adjusted. 


Inspect brick work for slag, cracks, or broken 
brick, and make such repairs and replacements as 
needed. Go over settings carefully for air leaks 
and repair with asbestos cement. If smoke breech- 
ing has not been removed and cleaned, inspect it 
carefully for leaks. Clean accumulated dust and 
soot from stack base. See that flues are clean and 
all baffles tight and prepared to stand the season’s 
service. 


Boilers. If they have not already been cleaned, 
empty boilers and see that water side is clear of 
scale and sludge down to bright metal. If scale 
is present, fill boiler, put in a charge of trisodium 
phosphate and simmer for twenty-four hours; 
empty and inspect again. If metal is still not clean 
and bright, consult a boiler conditioning engineer 
before attempting more drastic treatment. But the 
boiler must be clean in order to secure effective 
heat exchange. See that all connections are tight 
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and all valves, especially safety valves are in good 
operating condition. 

Auxiliaries. See that pumps are in good order, 
pistons tight, cylinders rebored and fitted with 
proper sized pistons if necessary, packing tight 
but not too tight to work well, heater coils cleaned 
and tight, and all controls in good working order. 


Distribution System. The grade at which hor- 
izontal pipe runs are laid is so small that if the 
building settles it may so alter the grade as to 
create pockets. If you have a “cold” or a “bump- 
ing” radiator this is the first and easiest place 
to look. 


See that all radiator valves are tight, seats in 
good condition, stems straight and packing tight. 
Air valves, vacuum valves, and such other con- 
trol mechanisms as are in use should be tested 
and reconditioned if necessary. 


All traps should be examined to make sure they , 
are not “blowing through.” Pressure reducing 
valves should be tested to make sure they are 
regulating at desired pressure. Thermostatic 
valves should likewise be examined and tested. 


Insulation on pipe lines should be inspected, 
repaired as necessary, and in those areas where 
there are so many pipes as to delay recognition, 
the pipe lines or at least the fittings, valves, etc., 
should be painted in accordance with the A.S.M.E. 
code for quick identification in case of emergency. 


Fuel promises to be hard to get this winter. 
Dependence on regular and quick delivery is dan- 
gerous. Storage facilities should be checked and 
if necessary additional provisions made to store 
at least a full month’s supply. 


Most hospital boiler plants waste from ten to 
twenty per cent of the fuel purchased. Better 
selection of fuel to suit the characteristics of the 
particular boiler and the use of combustion and 
boiler control instruments will save this waste and 
aside from the money saving may under present 
conditions spell the difference between adequate 
and inadequate steam supply. 
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Revising the shih of Eb cisadinal 
Rasidents imal i Fone in 
ospitals 
AH. ip [ 


The Directing Board of the Procurement and 
Assignment Service of the War Manpower Com- 
mission has upon the recommendation of its Ad- 
visory Committee in Hospitals, approved proce- 
dures and criteria to be used by the hospitals in 
preparing the revised list of essential members of 
their Intern and Resident Staffs. 


The Directing Board of the Procurement and 
Assignment Service calls attention to the urgent 
need for young medical officers in our armed 
forces, and asks the hospitals to make voluntary 
reductions in their staffs, and for the fullest coop- 
eration in the effort of the Procurement and As- 
signment Service to maintain the hospitals’ min- 
imum essential staff requirements. 


As difficult as this reduction will be no hospital 
administrator would by any act of his own, either 
of omission or commission, deprive the armed 
forces of a single medical officer on the ground 
that the young intern or resident is necessary to 
the hospital’s continued good service when by 
making reasonable adjustments and reducing the 
number of the essential staff, the services of the 
young medical man could be spared. The Procure- 
ment and Assignment Service will be assured of 
the fullest cooperation of the hospitals and a 100 
per cent return on the questionnaire which is now 
being mailed to the administrators. 


That adjustments can be made is easily possible, 
that they must be made if our armed forces are to 
have a sufficient number of medical officers—is 
definite. Voluntary action and willing cooperation 
upon the part of the hospitals will cause less con- 
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fusion, if any, and minor disarrangement in their 
staff readjustment program. The army itself is 
setting a good example to the hospitals in reducing 
the quota of medical officers below what was 
originally established and filling administrative 
and other nonmedical assignments in the medical 
department with commissioned officers of the 
Medical Administrative Corps. 


There are a number of hospitals, largely those 
of great bed capacity, in which the ratio of interns 
and residents to patients is far beyond a minimum 
essential ratio. The same applies to a considerable 
number of hospitals of smaller bed capacities. 
These hospitals could and should effect a decided 
readjustment of their staffs, and make the younger 
medical men available for commissions in the 
armed forces. 


Again, the use of those incapacitated by physical 
disability, and those beyond the age at which com- 
missions are given, can and should be developed 
to a far larger extent than at present. 


The responsibility lies with the hospitals, but 
more particularly with the members of the hos- 
pital staffs who remain at home. By working to- 
gether, moved by a patriotic desire to serve in 
whatever way they can best serve, and in closer 
cooperation with the Procurement and Assign- 
ment Service, the younger medical men can be 
released in an orderly progression, as their ser- 
vices are needed. Then both hospitals and the 
medical profession would be saved the impact of 
a suddenly increased demand for a large number 
of medical officers. 


Hospitals should not hoard their man power, 
nor their staff power, no more than they should 
hoard other things which they have long thought 
to be essential. Under the stress of our war effort 
they have found that they can make indicated re- 
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adjustments and still maintain an acceptable 
hospital service. 


Hospitals have never failed in their cooperation 
with the Government’s policies of winning the 
war. They will not fail in this emergency. The 
questionnaires will be duly accomplished and re- 
turned promptly. The reduction in the essential 
staff minimum will be made willingly. 





Why Vot pe ee iousk the 
( fa ae oS in the TVhursing ee 


The call for 3000 registered nurses per month to 
meet the requirements of our armed forces will 
impoverish the nursing service in every hospital 
in this country. 


For more than a year we have advocated the 
training and employment of volunteer nurses’ 
aides in our hospitals. We have held that this 
training could be accomplished, and the services 
utilized, under competent supervision, and that 
in a large part the draft of the institutional nurse 
could be met with these trainees. Instead of a few 
hundred now being trained in hospitals for this 
kind of service, one hundred thousand could be 
kept constantly in training and the nursing ser- 
vice maintained on a satisfactory level. 


The Government has come to the fullest realiza- 
tion of the present difficult nursing situation in 
every nursing field save perhaps the field the pri- 
vate nurse enjoys and is proposing plans to re- 
lieve the nursing shortage. 


The soundest proposal offered to date is to 
place the first eighteen months of training on a 
probationary basis where the trainee will be 
taught in the hospital wards. This ward training 
will be supplemented by such didactic teaching 
as will benefit her most in this eighteen month 
period. It is also proposed that the Government 
provide financial assistance to the trainee and to 
the hospital during this period. After the first 
eighteen months and upon the satisfactory com- 
pletion of this training period the student con- 
tinues training in the employ of the hospital. 


The nursing profession has never failed in the 
full discharge of its obligations to the Government 


68 


in times of war, nor to the communities in times 
of peace. With full cooperation, the plan pro- 
posed will succeed, the required number of train- 
ees will probably be secured, and the satisfactory 
training of the potential registered nurses will be 
inaugurated. 


With the Government, the nursing profession, 
and the hospitals all in sympathy with the plan 
and working in full cooperation, it will succeed. 
The armed forces will maintain their desired 
quota of nurses, and the hospitals will be able to 
maintain a satisfactory nursing service. 





Getting Together 


The old song about the state of the weather 
when good fellows get together was based on a 
psychological phenomenon which transcends ma- 
terial things in its emphasis on the spiritual. Let 
it rain and let it storm outside, it is fair weather 
when kind hearts get together in good fellowship 
inside. 

No one will deny that we are riding a storm 
these days. One of the products of this storm is 
its casualty list and the most typical soldier help- 
ing to revive and rehabilitate these casualties is 
the physician, aided by the organization which has 
been built up around him for the better use of 
those instruments of relief which have been placed 
in his hands. Our Association has provided a 
sheltered nook for us, in the heart of our beloved 
country, where we can foregather in a spirit of 
mutual helpfulness and patriotism to discuss ways 
and means of meeting the War problems which 
have been thrust on us by a savage enemy. 


The distance long for some, will be short for 
others, and will be worth the effort and expense 
for the benefits which our annual convention will 
confer on its participants. We have always had 
the best reasons for getting together in plenary 
session once a year and renewing our faith in each 
other and in our hospitals. This year the War 
draws the philanthropic hearts of the human fam- 
ily closer together and the hospital administrator 
is a worthy member of this family—a big brother 


whose function is largely protective. 
E. M. B. 
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P lanning for Hospitals 
After the War 


“The need for a comprehensive study of the 
hospital situation for the formulation of a program 
to improve hospital conditions has been apparent 
for years, and this need is intensified by the ad- 
vent of war,” says the Committee on Post-War 
Planning of the American Hospital Association in 
its sound and constructive report. 


The Committee has conducted its study not only 
from the standpoint of existing social attitudes but 
with consideration of changing social programs 
and policies. It suggests that “in the development 
of any program of public health and welfare the 
natural partnership of several groups is generally 
recognized and that in this partnership hospitals, 
because of the magnitude of their contributions to 
the health of the people, must of necessity play an 
important part.” 


The Committee has made this clever and sound 
recommendation, that “a Commission be appointed 
of outstanding Americans who, on account of their 
past contributions to society, indicate that they 
have the full confidence of the country, who rep- 
resent a cross-section of society, and who repre- 
sent no special interest or class of society. This 
Commission should study the present and pros- 
pective needs for hospital care, and the present 
practices, policies and programs of all voluntary, 
private and public institutions caring for the sick.” 


The permanency and future security of hos- 
pitals should be a matter of national concern. The 
American way of living has long established hos- 
pitals as a principal agency of the public welfare. 
They have been always owned by the community, 
and their satisfactory support and operation has 
been the responsibility of the community. 


The Committee has taken full cognizance of the 
universality of interest in and responsibility for 
the continued operation of our hospitals. It has 
wisely recommended that study and planning for 
the future security of our hospitals be vested in a 
Commission of representative citizens of our coun- 
try, whose interest in the public welfare has en- 
dowed them with the ideal qualifications for plan- 
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ning the policies and programs for the future of 
hospitals. 


Not through individual effort or individual 
thought, whether it be personal or institutional, 
nor by any single organization of any special 
group, can the necessary constructive planning be 
accomplished. Only by the combined thought and 
study and interest of an established Commission, 
as the Committee has recommended, can the best 
and most enduring policies be established. 





Co of Delegates, 1942 


The House of Delegates of the American Hos- 
pital Association which will convene at the St. 
Louis War Conference of Hospitals will include at 
least one hundred new members. 


The business to be brought before the House 
will invite the careful consideration of every mem- 
ber. Many issues that will influence the future pol- 
icies and direct the programs of our institutions 
will be debated upon and decided. 


The House of Delegates is the legislative body 
of the Association and for this reason the most 
important. Its deliberations will influence the op- 
eration of our hospitals during the anxious period 
of the war. The entire hospital field will lean 
heavily upon the House to counsel, direct, and 
guide them through the next few years. 


The reports of the councils and committees must 
command the serious study of each delegate. These 
will be forwarded to the members before the 
House convenes. The House will elect the officers 
of the Association for the coming year. No pre- 
vious House of Delegates has been charged with 
responsibilities as important as those of the newly 
elected body. For the next two years the course of 
hospital service will be largely influenced by the 
accomplishments of the House at the St. Louis 
Convention. 





Shen 


As the situation relative to the use of critical 


materials becomes more critical and many of them 
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will be taken off the market, manufacturers and 
hospital administrators and engineers in increas- 
ingly greater limits will employ materials that 
may satisfactorily replace those of common usage. 


The resourcefulness and ingenuity of these 
groups will in most instances develop substitutes 
that will meet the needs of the hospitals during 
the war period. Many of them will serve as well, 
in some instances better, than the supplies hos- 
pitals have used in normal times. 


The problem of substitutes, as difficult of solu- 
tion as it may appear, will have to be seriously 
considered. The Association has undertaken two 
projects, and will take on others as they develop, 
to determine whether suggested substitutes permit 
practical application. The study and research is 
being conducted in collaboration with universities 
and laboratories. No announcements of results will 


be made until definite conclusions as to the prac-’ 
tical use of these commodities has been deter- - 


mined. 


In the first World War there were few hospitals 
in which commodities and equipment made of sub- 
stitutes were not in use, many of them originated 


in the hospital’s workshop and were designed by 
hospital employees. The manufacturers today are 
developing suitable substitutes for many materials 
used in the manufacture of hospital supplies. The 
reports coming to this office suggest a wide use of 
materials newly discovered that are replacing 
critical metals and materials. 


One prominent manufacturer has stated that the 
worth while improvements in the equipment his 
company marketed were applications of practical 
ideas, suggested by hospital administrators and 
members of the hospital staffs. 


We should not in any way be prejudiced against 
the use of satisfactory substitutes, and we could 
lend a great deal to the conservation of critical 
materials by cooperating with the manufacturers 


in suggesting materials of potential value to re- 
place those materials that now are or may soon 
become scarce and unobtainable. 





a 
++ 


Cuil Hospitals Shader 
Jn: Maury Whaverich 


All civil hospitals—voluntary, private, as well 
as governmental—have been placed under the 
Chief of the Division of Industry Operations, Bu- 
reau of Governmental Requirements. Upon this 
Division, hospitals will depend for favorable con- 
sideration of their supply and commodity require- 
ments, as well as for needed parts for repair and 
maintenance and new equipment for replacement 
purposes. 


Mr. Maury Maverick’s first move after the civil 
hospitals were assigned to his Division was to se- 
cure the services of an experienced and qualified 
hospital administrator, Mr. Everett W. Jones, as 
Chief Hospital Consultant. 


Mr. Maverick is a forceful and energetic Chief 
of Division who is in sympathy with the needs of 
our civil hospitals. As far as it is possible for him 
to do so, he will see to it that our institutions will 
receive needed supplies. More than that, he will 
follow through the decisions which the key men 
in his Division make, as to whether the equipment 
asked for is “essential,” “necessary” or “desirable.” 
When the Hospital Consultant approves a requisi- 
tion as essential and it is passed on to other divi- 
sions of the WPB, no division may disapprove the 
findings without conferring with the Hospital Con- 
sultant. 


Mr. Maverick is sincere in his interest in hos- 
pitals. He will be a consistent advocate for them 
and despite the increasing demands of other agen- 
cies, in all probability through his efforts a fair 
allocation of materials and supplies will be secured 
for civil hospitals. 
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American Hospital Association War Conference 
St. Louis, Missouri, October 12-16, 1942 


participate in the “War Conference of Hospitals” 

of the American Hospital Association in St. Louis, 
Dr. Basil C. MacLean, President of the Association, 
says: 

“This statement has been made, “The Health of the 
citizen is essential to the success of the war effort.’ 
I invite you to attend the War Conference of the 
American Hospital Association in St. Louis. The 
progress you make in the management of your pro- 
fession will reflect itself in an upturn in our national 
health. 


“Never before in the history of our country has 
your work been so important, never has America 
been so cognizant of your contribution in helping rid 
our people of illness, restoring them to health and 
productive capacity. 


| EXTENDING AN INVITATION to the hospital field to 


“An illustration will show you how other groups 

Basil C. MacLean, M.D. evaluate health and hospitals. In a recent labor con- 

President vention held in Chicago, at which 1700 delegates 

represented almost two million persons, a large space 

was set aside for exhibition purposes. Do you know 

what displays predominated? Not union enrollment 

drives, not demands for a second front, not political posters — but health displays. Over 80 

per cent of the exhibition space was devoted to a representation of hospital and medical 
problems and their solution. 


“With this new interest in health, as exemplified above, comes a new responsibility on 
our part, a responsibility to make progress in our profession. There are two ways of ac- 
complishing this, the trial and error method, with consequent maximum loss of time and 
materials, or the way of knowledge. The latter may be acquired, either through books 
and journals or through meetings such as this War Conference. The hospital administra- 
tor’s best method of learning is to absent himself for a few days from the tedium of his 
daily task, and mingle with others of his profession, enthusing himself, inspiring others, 
sharing his knowledge, increasing his store. 


“T hope to meet you in St. Louis.” 
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JAMES A, HAMILTON, PRESIDENT-ELECT of the American Hospital Association, says in 
reference to the St. Louis “War Conference of Hospitals”— 


“If I were the administrator of a 40-bed hospital in Go- 
pher Prairie, beset with problems on every side, plagued 
by shortage of supplies and personnel, I would still find 
some way to go to Saint Louis to attend this War Con- 
ference of Hospitals. Priorities and rationing cannot bank- 
rupt the reservoir of knowledge of leaders in the hospital 
field, and at St. Louis I will have an opportunity to listen 
to these leaders, I will exchange ideas with my fellow 
administrators. I will study the varied exhibits and learn 
the latest advances of a technical nature in equipment and 
supplies. I will make my stay the equivalent of a refresher 
course in a great university. I will carry back to my board 
of trustees an enlightened viewpoint, a superior technical 
knowledge, a new enthusiasm, and a vast store of infor- 
mation—designed to replace the loss of personnel and 
materials. This Saint Louis Conference can mean as much 
to you. If you will note the brilliant array of speakers 
who will discuss topics of vital interest to all. I urge you 
to attend, so that by interchange of words you may learn 
and you may teach.” 


James A. Hamilton 
President-Elect 


Municipal Auditorium, headquarters of the War Conference of the American Hospital Association. Meeting 
rooms, Opera House, and the exhibition hall are all housed in this modern air conditioned building. Mid-October 
finds the climate of Saint Louis at its best. 
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WAR CONFERENCE 


WHERE: St. Louis, centrally located and within a 
day’s journey of half the Nation! 


WHEN: Five Days, October 12 through to October 
16. 


PURPOSE: Consideration of War problems facing 
America’s hospitals and the civilian population de- 
pending on them. Discussion of methods to aid in 
solution of these problems by the leading author- 
ities in the hospital, military, and business world. 


TRANSPORTATION: The transportation facilities 
of St. Louis are unsurpassed. Seventeen railroad 
trunk lines from every section of the country send 
360 passenger trains into its Union Station every 
twenty-four hours. Three leading airplane routes 
serve it, while concrete highways reaching to 
every part of the United States and Canada con- 
verge to St. Louis. 


ACCOMMODATIONS: St. Louis is famed for its 
good hotels, and the rates are generally lower than 
for similar rooms in other metropolitan areas. 
Many of the larger hotels are within walking dis- 
tance of the Municipal Auditorium, headquarters 
of the Conference. 


One of the assembly rooms is shown above; each will 

accommodate 800 persons. There are four such rooms in 

which the section meetings will be given, and each will 
appeal to special groups. 
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The Opera House seats 3500 persons and will be the 

scene of the major addresses to be given at the War 

Conference. The acoustics are perfect, and the Opera 
House is air-conditioned. 


CLIMATE: October is an ideal month in St. Louis, 
mean temperature is 59 and rainfall is at its lowest 
for the season. 


ATTENDANCE: Because of central location, be- 
cause of the importance of the topics under dis- 
cussion, this War Conference promises to bring 
out a large attendance. Administrators, presidents 
of boards of trustees, department heads all are 
planning to attend the War Conference of the 
American Hospital Association. 


SPEAKERS: On the comprehensive program you 
will find outstanding representatives of the Gov- 
ernment, U. S. Public Health, and the medical, 
nursing and hospital professions. 


TOPICS: The program is well-balanced with a 


selection of subjects. While internal problems 
are of major concern, there is considerable inter- 
est in the external viewpoint as represented by 
some of the outstanding speakers above. 


SOCIAL: Teas, dinners, and other social events 
have been arranged for, and a tour of St. Louis’s 
places of historic interest has been scheduled for 
the Catholic Sisters. The annual banquet and 
ball will be held at the Jefferson Hotel on Thurs- 
day evening. 
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HOTEL ACCOMMODATIONS IN ST. LOUIS 


In St. Louis the subtle art of making people feel at home is the studied concern of St. Louis hotels 
backed by one of the best hotel associations in the country. Air conditioned meeting rooms and air 
conditioned sleeping rooms at reasonable rates, spacious lobbies, banquet halls and good. food with ex- 
cellent service support the truth of the axiom that “Provision is the foundation of hospitality!” 

The majority of these hotels are within walking distance of the Auditorium—5000 comfortable rooms 
concentrated within an area of one square mile. 

Reservations for accommodations at the hotels are coming in rapidly and it is suggested that those 
who plan to attend the War Conference make their reservations at an early date in order that they may 
secure the type of accommodations they desire. 

Select the hotel at which you wish to stay, write in for a reservation, and ask the hotel to con- 
firm it. 

The headquarters hotel of the American Hospital Association, the American Protestant Hospital As- 
sociation, and the American College of Hospital Administrators will be the Jefferson Hotel. The head- 
quarters hotel of the Hospital Industries Association and the American Association of Nurse Anesthetist 
will be Hotel Statler. 


All Rates Quoted Below Are for Rooms with Bath On European Plan 


Hotel Single Suites 
New Hotel Jefferson $300-5.00-6.00-7.00 $6. $12.00-20.00 
SAR RS ca GS ar ee Om 3.00-3.50-3.75-4.00 17.00-18.00 
4.25-4.75-5.00 
American 2.00-2.50 
Claridge 2.50-3.00 
Coronado 2.25 (shower) 
2.75 
2.65-up 
Lennox _.... 3.00-4.00-4.50-5.00 
6.00 


4 
6. 
3; 
3. 
4. 6.00 
4. 
4, 
8. 
Mark Twain 2.50-4.00 3: 
3. 
4. 
yt 
4. 
7. 
4. 
6. 
6. 
3. 


8.00 
-6.00-7.00 10.50-14.50 


-5.50 
-3.75-4.00 


PP PSO S°[°?P 


Maryland 2.25-2.50-2.75 


wo Ks Soeooo: 


(without bath) 1.75-2.00 
Mayfair 3.00-3.50-4.00-5.00 


Melbourne 2.65-3.20-3.70-4.20 


'50-5.50-6.00 
.80-5.30-5.80 


SCWNOONUNUNOUWO wows 
PHP ePeZFOCFRPCoPP SSSaR8S 


12.00-18.00 
00- 3. 50-4.00-4.50 7.00-10.00 
5.00 


(Cut off on this line and mail to the hotel of your choice) 


Park Plaza : 
Warwick 2.00-2.50-3.00 





HOTEL RESERVATION BLANK FOR THE ST LOUIS MEETING 
AMERICAN HOSPITAL ASSOCIATION, OCTOBER 12-16, 1942 


(Name of Hotel) 


Please reserve for me rooms for 
for the A.H.A. Meeting. 


Single room : Double room 





Maximum rate per day for room $ Minimum rate per day for room $ 


I expect to arrive If date of arrival is changed I will notify you 
at least 24 hours in advance. 


Please acknowledge this reservation. 
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Tentative Program of the War Conference 
October 12 to 16, 1942 


ference of Hospitals in St. Louis has been es- 

pecially designed for the discussion of the 
pressing problems in which all of our hospitals 
have the largest interest. No effort has been spared 
to bring to this conference the leading government 
authorities who have the most to do with the 
satisfactory operation of our institutions. Not only 
the problems that are the natural results of our 
nation’s war effort while the war is being suc- 
cessfully prosecuted, but of equal if not greater 
importance, the security and satisfactory operation 
of our institutions after the war is ended, will be 
subjects of discussion. 


Te Program for the Sessions of the War Con- 


Featuring such distinguished leaders as Gov- 
ernor Paul V. McNutt and the Honorable Charles 
P. Taft, the long list of key men in our Govern- 
ment follows: Colonel C. F. Shook, Medical Corps, 
United States Army; Colonel James A. Crabtree, 
U. S. Public Health Service; Colonel George Baehr, 
Chief Medical Officer of the Office of Civilian De- 
fense; the Honorable Francis Shields, Chief of 
the Health Supplies Branch, Division of Industry 
Operations of the War Production Board; Robert 
P. Fischelis, Chief Medical and Health Supplies 
Section, Office of Civilian Supply, War Pro- 
duction Board; Everett W. Jones, Hospital Con- 
sultant, Bureau of Governmental Requirements, 
Division of Industry Operation of the War Pro- 
duction Board. In addition prominent personages 
from overseas and leaders in the nursing and pub- 
lic welfare fields will participate in the program. 


Representatives of the countries allied to our 
own—Britain, China, and many of the Latin-Amer- 
ican countries—will be our guests in St. Louis and 
will address the sessions of the Conference. 


PURCHASING SECTION 


Monday, October 12 
2 to 4:30 p. m. 


Charles O. Auslander, Chicago, Illinois; Mi- 
chael Reese Hospital; Chairman 


J. Hasbrouck Wallace, New Haven, Connecti- 
cut; New Haven Hospital; Secretary 


1 PRIORITIES AS THEY AFFECT THE HOSPITAL 


(Speaker from the Priorities Division of the War 
Production Board, to be named later) 


2 THE VALUE OF THE PURCHASING AGENT 


Paul L. Burroughs, Rochester, New York; Executive 
Assistant in charge of Purchasing and Personnel, 
Rochester General Hospital 
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3 Basic PRINCIPLES OF PURCHASING 
Anthony J. J. Rourke, M.D., San Francisco, Cali- 
fornia; Director, Stanford University Hospitals 
4 DISCUSSION ON ABOVE SUBJECTS 
Charles O. Auslander, Chicago, Illinois; Director of 
Purchasing, Michael Reese Hospital, Leader 
5 “Quiz” SESSION 


(Chosen experts in their field to be in charge, to be 
submitted later) 


DIETETIC SECTION 


Monday, October 12 
2 to 4:30 p. m. 


Lenna F. Cooper, New York, New York; Chief 
Dietitian, Montefiore Hospital; Chairman 


Jack Masur, M.D., New York, New York; Ex- 
ecutive Director, Lebanon Hospital; Secre- 
tary 


1 WaRTIME ADJUSTMENTS IN HospiITAL KITCHEN 


Food Outlook 


Paul S. Willis, New York, New York; President, 
Associated Grocery Manufacturers of America 


Discussant 
August E. Gilster, President, General Grocer Com- 
pany 
Personnel, Equipment and Food Budget 
Mary E. McKelvey, Ann Arbor, Michigan; Adminis- 
trative Dietitian, University of Michigan Hospital 
Discussants 
Louise Wilkinson, St. Louis, Missouri; Dietitian, 
Barnes Hospital 


Anthony J. J. Rourke, M.D., San Francisco, Cali- 
fornia; Physician Superintendent, Stanford Uni- 
versity Hospital 


John B. Pastore, M.D., New York, New York; As- 
sistant Superintendent, New York Hospital 


2 Foop Cost AccouNTING IN DIETARY DEPARTMENT 


Graham L. Davis, Battle Creek, Michigan; Hospital 
Consultant, W. K. Kellogg Foundation 


Discussants 


Charles G. Roswell, New York, New York; Consult- 
ing Accountant, United Hospital Fund of New 
York 


Elizabeth Rugh, Bronx, New York; Head Dietitian, 
Veterans Administration Facility 
3 ROLE OF THE HOSPITAL IN THE NATIONAL NoutRrI- 
TION PROGRAM 


Frances McKinnon, St. Louis, Missouri; Nutrition- 
ist, Western Division, American Red Cross; Pres- 
ident-Elect, American Dietetic Association 
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PHARMACY SECTION 


Monday, October 12 
2 to 4:30 p. m. 


Everett W. Jones, Washington, D.C.; Bureau 
of Governmental Requirements, Division of 
Industry Operation, War Production Board; 
Chairman 


J. Solon Mordell, Washington, D.C.; Medical 
and Health Supply Section, War Production 
Board; Secretary 


1 AN APPRAISAL OF THE CONTRIBUTION OF THE 
PHARMACY TO THE CARE OF THE PATIENT 
Ray M. Amberg, Minneapolis, Minnesota; Superin- 
tendent, University of Minnesota Hospitals 


2 Luxury Drucs AND THEIR EQUIVALENTS 
E. Fullerton Cook, M.D., Philadelphia, Pennsylvania; 
Chairman, Committee on Revision of the United 
States Pharmacopoeia 


3 THE EFFECT OF WAR PRODUCTION BOARD ORDERS 
ON HOSPITAL PHARMACY 
Robert P. Fischelis, Washington, D. C.; Chief, Med- 
ical and Health Supplies Section, Office of Civil- 
ian Supply, War Production Board 


4 THe PHARMACY IN WARTIME 
E. F. Kelly, Washington, D. C.; Secretary, American 
Pharmaceutical Association 


5 GENERAL DISCUSSION 


OUT-PATIENT SECTION 


Monday, October 12 
2 to 4:30 p. m. 


Roger W. DeBusk, M.D., Evanston, Illinois; 
Director, Evanston Hospital; Chairman 


Clinton F. Smith, St. Louis, Missouri; Super- 
intendent, St. Louis City Hospital; Secretary 


1 A RESTATEMENT OF THE DUTIES OF THE OuT-Pa- 
TIENT DEPARTMENT (15’) 


The Dispensary Service to the Poor (10’) 


The Relation of the Dispensary to the Hos- 
pital (10’) 

Donald C. Smelzer, M.D., Philadelphia, Pennsyl- 
vania; Medical Director, Germantown Hospital 


The Out-Patient Department in Small Com- 
munities (10’) 

John Morrison, M.D., New York; Commonwealth 
Fund 

The Follow-Up Clinic (10’) 


The Pay Clinic (10’) 
George O. Whitecotton, M.D., Chicago, Illinois; Su- 
perintendent, University of Chicago Clinics 


The Maternal Guidance Clinic (10’) 

Fred L. Adair, M.D., Chicago, Illinois; Ryerson Pro- 
fessor of Obstetrics and Gynecology, University 
of Chicago 


2 OutT-PATIENT DEPARTMENT IN WARTIME (15’) 


E. M. Bernecker, M.D., New York, New York; Gen- 
eral Medical Superintendent, Department of Hos- 
pitals 


3 GENERAL DISCUSSION 


PRESIDENT’S SESSION 


BALLROOM—JEFFERSON HOorTeL 


Monday, October 12 
8:00-10:00 p. m. 


1 Musicat SELECTIONS—INSTRUMENTAL 
2 INVOCATION 


3 ADDRESS OF WELCOME 
For the State of Missouri 
For the City of St. Louis 
For the Missouri Hospital Association 


4 MusIcau SELECTION—VOCAL 


5 ADDRESS OF THE PRESIDENT 
Basil C. MacLean, M.D., Rochester, New York; 
Strong Memorial Hospital 
6 RESPONSE BY THE PRESIDENT-ELECT 
James A. Hamilton, New Haven, Connecticut; New 
Haven Hospital 
7 PRESENTATION OF THE AMERICAN HospITAL Asso- 
CIATION ANNUAL AWARD OF MERIT TO WINFoRD 
H. Smitu, M.D. 


Rt. Rev. Msgr. M. F. Griffin, Cleveland, Ohio; Senior 
Trustee of the American Hospital Association 


8 MusicaL SELECTIONS—VOCAL 


9 PRESENTATION OF NATIONAL HospiTaL Day 
AWARDS : 
Albert G. Hahn, Evansville, Indiana, Chairman Na- 
tional Hospital Day Committee 
10 RECEPTION 


Receiving Line— The President, President-Elect, 
Officers of the Association, and their Ladies 


HOSPITAL SERVICE PLAN SECTION 


Tuesday, October 13 
9 to 11:30 a. m. 


E. A. van Steenwyk, Philadelphia, Pennsyl- 
vania; Executive Director, Associated Hos- 
pital Service; Chairman, Hospital Service 
Plan Commission; Chairman 


Ray F. McCarthy, St. Louis, Missouri; Direc- 
tor, Group Hospital Service; Secretary 


1 Report or HospiTaL SERVICE PLAN COMMISSION 
C. Rufus Rorem, Ph.D., C.P.A., Chicago, Illinois; Di- 
rector, Hospital Service Plan Commission 
2 DEVELOPMENT OF MEpICAL SERVICE PLANS 


John R. Mannix, Detroit, Michigan; Executive Di- 
rector, Michigan Hospital Service 


HOSPITALS 





3 PANEL DISCUSSION ON HOSPITALS AND PLANS 


Abraham Oseroff, Pittsburgh, Pennsylvania; Direc- 
tor, Montefiore Hospital, Chairman 


Note: Panel discussants will include representative 
hospital and Blue Cross administrators. A series of 
questions on the inter-relationship of hospitals and 
hospital service plans will be distributed at the 
meeting as a basis for discussion. 


TUBERCULOSIS SECTION I 


Tuesday, October 13 
9 to 11:30 a. m. 


William H. Oatway, Jr., M.D., Madison, Wis- 
consin; Assistant Professor of Medicine, 
University of Wisconsin, State of Wisconsin 
General Hospital; Chairman 


David A. Cooper, M.D., Philadelphia, Penn- 
sylvania; Chief of the Division of Tubercu- 
losis, Philadelphia Department of Public 
Health; Secretary 


1 CHANGING STATUS OF ADMISSIONS 


Emil Frankel, M.D., Trenton, New Jersey; Director, 
Division of Statistics and Research, Department of 
Institutions and Agencies 


2 THe THEORY AND PRACTICE OF INFECTIOUS PRE- 
CAUTIONS 
Bess Ellison, Cleveland, Ohio; Instructor in Nursing, 
City Hospital 
3 THEORY AND PRACTICE IN FURNISHING A TUBER- 
CULOSIS UNIT 
A. T. Laird, Duluth, Minnesota; Superintendent, 
Nopeming Sanatorium 
4 TUBERCULOSIS NURSING FROM THE VIEWPOINT OF 
AN ADMINISTRATOR 
Robert Browning, M.D., Warrensville, Ohio; Super- 
intendent, Sunny Acres Sanatorium 
5 Tue Use or BCG VACCINATIONS FOR TUBERCU- 
Losis Contacts AMONG GENERAL HosPITAL PER- 
SONNEL MEMBERS 


Sol Roy Rosenthal, M.D., Chicago, Illinois; Tice Lab- 
oratories, Cook County Hospital 


NURSING SECTION 


Tuesday, October 13 
9 to 11:30 a. m. 


Mrs. Edna Nelson, R.N., Chicago, Illinois; Su- 
perintendent, Women and Children’s Hospi- 
tal; Chairman 

Florence King, St. Louis, Missouri; Adminis- 
trator, Jewish Hospital; Secretary 


1 EpucatinGc NURSES FOR THE SPECIALTIES 


Sister M. Berenice, R.N., Milwaukee, Wisconsin; 
Dean, Marquette University College of Nursing 
(15’) 
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Discussant 


Edna S. Newman, R.N., Chicago Illinois; Dean, Cook 
County School of Nursing (15’) 


2 NurRSING SERVICE IN WARTIMES 
Military Nursing 


Captain Pearl C. Fisher, Washington, D. C.; War De- 
partment, Office of Surgeon General (10’) 


Civilian Nursing 


Emilie G. Robson, R.N., St. Louis, Missouri; Direc- 
tor, Visiting Nurse Association (10’) 


Discussant 
Nelle G. Brown, R.N., Muncie, Indiana; Director, 
Ball Memorial Hospital (10’) 
3 RECENT CHANGES IN HospiTaL NURSING PRACTICE 


Sister M. Geraldine, R.N., St. Louis, Missouri; St. 
Louis University School of Nursing (15’) 


4 Pane. Discussion: ANALYSIS OF THESE CHANGES, 
AND THEIR EFFECT ON DIFFERENT DEPARTMENTS 


Discussants 
Robert E. Neff, Iowa City, Iowa; Administrator, Uni- 
versity Hospitals (5’) 
Mabel W. Binner, R.N., Chicago, Illinois; Adminis- 
trator, Children’s Memorial Hospital (5’) 


Edna E. Peterson, R.N., St. Louis, Missouri; Prin- 
cipal, School of Nursing, Jewish Hospital (5’) 


Elizabeth W. Odell, R.N., Evanston, Illinois; Direc- 
tor, School of Nursing, Evanston Hospital (5’) 


H. I. Spector, M.D.,- St. Louis, Missouri; Chief of 
Medical Section, St. Louis Health Division (5’) 


Anthony B. Day, M.D., St. Louis, Missouri; Member, 
St. Louis Hospital School of Nursing Committee 
(5’) 


TUBERCULOSIS SECTION II 


Tuesday, October 13 
2 to 4:30 p. m. 


William H. Oatway, Jr., M.D., Madison, Wis- 
consin; Associate Professor of Medicine, 
University of Wisconsin, State of Wisconsin 
General Hospital; Chairman 


David A. Cooper, M.D., Philadelphia, Pennsyl- 
vania; Chief of the Division of Tuberculosis, 
Philadelphia Department of Public Health; 
Secretary 


1 THe Errect oF WAR ON TUBERCULOSIS IN EUROPE 


H. I. Spector, M.D., St. Louis, Missouri; 622 Univer- 
sity Club Building 


2 SymMposIuM ON MINIATURE FILMs (35 mm. films) 


Herman Hilleboe, M.D., P.A., Washington, D. C.; 
Surgeon-in-Charge, Tuberculosis Control, States 
Relations Division, United States Public Health 
Service 

Clinic of Doctor Birkelo, Detroit, Michigan; Depart- 
ment of Roentgenology, Herman Keifer Hospital; 
and Doctor Douglass, Detroit, Michigan; Commis- 
sioner of Health; with the help of Doctor Beaseley, 
Washington, D. ‘C. (Probably the comparative 
value of miniature films with larger films) 
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Department of Dr. Fred Hodges, Ann Arbor, Mich- 
igan; Department of Roentgenology, University 
Hospital; (Results of Examination of General Hos- 
pital Admissions Using 35 mm. films) 

Dr. Harold Coon, Madison, Wisconsin; Superintend- 
ent, State of Wisconsin General Hospital; Dr. 
Lester Paul, Madison, Wisconsin; Department of 
Roentgenology, University of Wisconsin Medical 
School, State of Wisconsin General Hospital; Dr. 
E. H. Jorris, Madison, Wisconsin; Division of Tu- 
berculosis, State Board of Health (indefinite ac- 
ceptance) (Use of Miniature Films in Case- 
Finding) 

3 FLaws IN A CasE-FrnpING ProcrRam AMONG 
HospPItaL PERSONNEL MEMBERS 


Howard Alt, M.D., Chicago, Illinois; Northwestern 
University Medical School; 303 East Chicago Ave. 


PUBLIC HOSPITAL SECTION 


Tuesday, October 13 
2 to 4:30 p. m. 


William L. Coffey, Wauwatosa, Wisconsin; 
Director, Milwaukee County Institutions 
and Departments; Chairman 


P. J. McMillin, Baltimore, Maryland; Super- 
intendent, Baltimore City Hospital; Secre- 
tary 


1 Wuy HAs THE AMERICAN HOSPITAL ASSOCIATION 
FAILED TO INTEREST THE SUPERINTENDENTS OF 
PusiLic HospiITaLs? Is THE SUPERINTENDENT OF 
THE PuBLic HOSPITAL AT FAULT? 


Benjamin W. Black, M.D., Oakland, California; 
Medical Director, Alameda County Hospitals 


2 DoEs THE PuBLic HospITAL HAVE SPECIAL PROB- 
LEMS? HAvE PuBLic HosprTats TAKEN THEIR 
PLACE IN THE COMMUNITY HospPITAL ProcGRAM? 
SHOULD THERE BE A PuBLIC HOspITAL SECTION? 


Robin C. Buerki, M.D., Philadelphia, Pennsylvania; 
Director, Graduate Hospital University of Penn- 
sylvania 


3 HospITAL INTERNSHIPS AS RELATED TO THE ACCEL- 
ERATED MEDICAL CURRICULUM 


H. G. Weiskotten, M.D., Chicago, Illinois; Secretary, 
Council on Medical Education and Hospitals, 
American Medical Association 


4 THE PUBLIC AND VOLUNTARY HOospITALs COOPER- 
ATE IN THE TRAINING OF THE INTERN AND OF THE 
RESIDENT IN THE SPECIALTIES 

Joseph G. Norby, Milwaukee, Wisconsin; Superin- 


tendent, Columbia Hospital 
PUBLIC EDUCATION SESSION 
Tuesday, October 13 
2 to 4:30 p. m. 


R. H. Bishop, Jr., M.D., Cleveland, Ohio; Med- 
ical Director, University Hospitals; Chair- 
man 


R. F. Cahalane, Boston, Massachusetts; Direc- 
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tor, Massachusetts Hospital Service; Secre- 
tary 


1 THE Jornt ProGRAM oF PuBLIC EDUCATION FoR 
HOSPITALS AND BLUE Cross PLANS 


2 NEED FOR A STRONG STATE PROGRAM IN Pvupiic 
EDUCATION 


3 HOSPITALS AND THE PRESS 


WAR PROBLEMS OF HOSPITALS 
PANEL DISCUSSION 


Tuesday Afternoon, October 13 
2 to 4:30 p. m. 


Claude W. Munger, M.D., New York City; Di- 
rector, St. Luke’s Hospital; Leader 


THE PANEL: 


Francis M. Shields, Washington, D.C.; Chief, 
Health Supplies Branch, Division of In- 
dustry Operations, War Production Board 


Colonel C. F. Shook, Washington, D.C.; Med- 
ical Corps, United States Army, Office of 
the Surgeon General, War Department 


Colonel James A. Crabtree, Washington, D.C.; 
Executive Secretary, Health and Medical 
Committee, Federal Security Agency 


Everett W. Jones, Washington, D.C.; Hospital 
Consultant, Bureau of Governmental Re- 
quirements, Division of Industry Opera- 
tion, War Production Board 


This panel discussion and open forum will pre- 
sent the problems of supply and issue of hospital 
commodities during wartime, together with repair, 
maintenance and replacement of hospital equip- 
ment. The panel will outline the existing priority 
regulations and will cover the whole range of sup- 
ply and distribution of hospital commodities and 
equipment during the war period. 


The persons composing the panel are the best 
informed authorities on these subjects in the sev- 
eral governmental agencies they represent. The 
discussions, questions and answers presented at 
this panel will be of immense value to the hospital 
field in the solution of present and future supply 
problems affecting the operation of hospitals. 


LAY WOMEN IN HOSPITAL SERVICE SESSION 


Tuesday, October 13 
8 p. m. 
Session for the Public 
Mrs. Edward J. Walsh, St. Louis, Missouri; 


President, Group Hospital Service; Trustee, 
Desloge Hospital; Chairman 
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Mrs. Alvin C. Bauman, St. Louis County, Mis- 
souri; Route 3, Box 537, Conway Road, 
Westwood Country Club Grounds; Secre- 
tary 


1 PropLtems or MepicaL CARE AND HospItTat SER- 
VICE IN THE WAR EFFORT 


The Honorable Charles P. Taft, Washington, D. C.; 
Assistant Director, Defense Health and Welfare 
Services 


2 CHINA AT WAR 


His Excellency, Hu Shih, LL.D., Ambassador to the 
United States from China; or, a Representative 
from the Chinese Embassy 


ACCOUNTING SECTION 


Wednesday, October 14 
9 to 11:30 a. m. 


Robert H. Reeves, Rochester, New York; 
Accountant, Rochester General Hospital; 
Chairman 


Sister Marie Bernard, Detroit, Michigan; 
Treasurer, Sisters of Mercy Province of 
Detroit; Secretary 


1 INTRODUCTION TO THE First ACCOUNTING SECTION 


Graham L. Davis, Battle Creek, Michigan; Hospital 
Consultant, W. K. Kellogg Foundation; Chairman, 
Council on Administrative Practice, American 
Hospital Association 


2 Macutne Accountinc As A MEANS TO BETTER 
MANAGEMENT 


S. Ellis Pierce, Detroit, Michigan; Instructor in Hos- 
pital Accounting, Methods and Procedures, Detroit 
Institute of Technology 


Discussant 


P. A. Lawrence, Detroit, Michigan; Representative, 
Burroughs Adding Machine Company 


3 Unirorm AccountTinG As It WorKs IN CANADA 


Percy Ward, Vancouver, British Columbia; Inspec- 
tor of Hospitals, Department of Provincial Secre- 
tary 


Discussant 


Graham L. Davis, Battle Creek, Michigan; Hospital 
Consultant, W. K. Kellogg Foundation; Chairman, 
Council on Administrative Practice, American 
Hospital Association 


4 THE ACCOUNTANT’S RESPONSIBILITY 
Clayton Reed, C.P.A., Chicago, Illinois 


Discussant 


Stanley A. Pressler, C.P.A., Bloomington, Indiana; 
Assistant Professor of Accounting, School of Busi- 
ness, Indiana University 


5 HosprraL CREDITS AND COLLECTIONS 


Albert H. Scheidt, Dayton, Ohio; Administrator, The 
Miami Valley Hospital 


September 1942 


Discussant 


Willis J. Gray, Detroit, Michigan; Administrator, 
Jennings Hospital 


6 Rounp TABLE DISCUSSION 


MEDICAL RECORD LIBRARIANS’ SECTION 


Wednesday, October 14 
9 to 11:30 a. m. 


Sister M. Patricia, O.S.B., R.R.L., Duluth, 
Minnesota; Administrator, St. Mary’s Hospi- 
tal; Chairman 


Ellard L. Slack, Oakland, California; Adminis- 
trator, Samuel Merritt Hospital; Secretary 


1 THe Mepicat CHart As A Mirror or HOSPITAL 
Procress (15’) 


Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. Louis, 
Missouri; President, Catholic Hospital Association; 
Dean, The Medical School, St. Louis University 


2 A DEFINITION OF THE UNIT REcorp SYSTEM IN 
LIGHT OF MopEeRN HospITaL CONSTRUCTION (15’) 


Mrs. Adaline K. Hayden, R.R.L., Chicago, Illinois; 
President, American Association of Medical Rec- 
ord Librarians; University of Chicago Clinics 


3 THE MEDICAL REcorRD IN WaR TIME (15’) 


Benjamin W. Black, M.D., Oakland, California; 
Medical Director, Alameda County Institutions 


4 Srp.iriep MeEetTHops oF MEDICAL CHARTING AND 
REcorDING (15’) 


Alice Kirkland, R.R.L., Oakland, California; Direc- 
tor, School for Medical Record Librarians, Samuel 
Merritt Hospital 


5 A Recorp LIBRARIANS CONTRIBUTION TO SOCIAL 
STATISTICS (15’) 


Sister M. Servatia, S.S.M., B.S., R.R.L., St. Louis, 
Missouri; Director, School for Medical Record 
Librarians, St. Louis University 


6 PaNnEL Rounp TABLE (45’) 


Robin C. Buerki, M.D., Philadelphia, Pennsylvania; 
Dean, Graduate School of Medicine, University of 
Pennsylvania; Coordinator; with speakers and 
audience participating 


CONSTRUCTION AND MECHANICAL SECTION 


Wednesday, October 14 
9 to 11:30 a. m. 


F. R. Bradley, M.D., St. Louis, Missouri; Super- 
intendent, Barnes Hospital; Chairman 


Margaret Hales Rose, R.N., Wichita Falls, 
Texas; Superintendent, Wichita General 
Hospital; Secretary 


1 HospitaL CONSTRUCTION IN WAR TIME 


Marshall Shaffer, Washington, D. C.; United States 
Public Health Service 
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2 A “BE PREPARED PROGRAM” FOR THE HOSPITAL 


A. J. Hockett, M.D., New Orleans, Louisiana; Med- 
ical Superintendent, Touro Infirmary 


3 MepicaL ASPECTS OF SAFETY IN DEFENSE PREP- 
ARATIONS 


V. M. Hoge, M.D., Bethesda, Maryland; United 
States Public Health Service; National Institute 
of Health 


4: MoDERNIZATION OF THE LAUNDRY 


Joe R. Clemmons, M.D., New York, New York; Di- 
rector, Roosevelt Hospital 


5 DISCUSSION 


Benjamin W. Black, M.D., Oakland, California; 
Medical Director, Alameda County Institutions 


SMALL HOSPITAL SECTION 


Wednesday, October 14 
9 to 11:30 a. m. 


Pearl R. Fischer, R.N., Waterville, Maine; Su- 
perintendent, Thayer Hospital; Chairman 


Mrs. Helen Branham Hampton, R.N., Tupelo, 
Mississippi; Superintendent, North Missis- 
sippi Community Hospital; Secretary 


1 PAYMENT. By GOVERNMENTAL AUTHORITIES FOR 
THE CARE OF PATIENTS WHO ARE PUBLIC RESPON- 
SIBILITIES 


Marshall Pickins, Charlotte, North Carolina; Duke 
Endowment 


Discussant 


Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. Louis, 
Missouri; President, Catholic Hospital Association; 
Dean, The Medical School, St. Louis University 


2 Tue ROLE OF THE SMALL HOSPITAL IN THE PRES- 
ENT CRISIS 


Malcolm T. MacEachern, M.D., Chicago, Illinois; As- 
sociate Director, American College of Surgeons 


3 PRACTICAL ADMINISTRATIVE POLICIES FOR THE 
SMALL HOSPITAL 


Max E. Gerfen, Albion, Michigan; Sheldon Memorial 
Hospital 


4 Tue DraGnostic SERVICE IN THE SMALL HOSPITAL 


M. R. Kinde, M.D., Battle Creek, Michigan; Field 
Director of Consulting Pathologists and Radiol- 
ogists, W. K. Kellogg Foundation 


Discussant 


Joelle C. Hiebert, M.D., Lewiston, Maine; Director, 
Central Maine General Hospital 


5 A YARDSTICK FOR MEASURING THE EFFICIENCY OF 
THE ADMINISTRATOR IN THE SMALL HOSPITAL 
Robin C. Buerki, M.D., Philadelphia, Pennsylvania; 


Dean, Graduate School of Medicine, University of 
Pennsylvania 


6 Rounp TABLE DIscussION 
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LAY WOMEN IN HOSPITAL SERVICE SESSION 


W ednesday, October 14 
9 to 11:30 a. m. 


Mrs. Edward J. Walsh, St. Louis, Missouri; 
President, Group Hospital Service; Trustee, 
Desloge Hospital; Chairman 


Mrs. Alvin C. Bauman, St. Louis County, Mis- 
souri; Route 3, Box 537, Conway Road, 
Westwood Country Club Grounds; Secre- 
tary 


Pane, Discussion: THE USE OF VOLUNTEERS IN 
HOospPritTaLs 


Discussants 
A member of the Hospital Staff 
A Hospital Administrator 
A Nurse 
A Volunteer 


This panel discussion will be held in the Ban- 
quet Hall of the Jefferson Hotel immediately fol- 
lowing a breakfast for the Ladies’ Auxiliaries on 
Wednesday morning, October 14. 


ADMINISTRATION SECTION 


Wednesday, October 14 
2 to 4:30 p. m. 


Melvin L. Sutley, Philadelphia, Pennsylvania; 
Superintendent, Wills Hospital; Chairman 


James W. Stephan, New Haven, Connecticut; 
Assistant Director, New Haven Hospital; 
Secretary 


1 HospiTaAL PERSONNEL PROBLEMS IN WARTIME 


Developing and Maintaining Morale in Hos- 
pitals During War Time 
A. R. Kelso, St. Louis, Missouri; Assistant General 
Manager, U. S. Cartridge Company 
Changing Hospital Personnel Practices Ne- 
cessitated by the National Emergency 
E. L. Harmon, M.D., Valhalla, New York; Director, 
Grasslands Hospital 
Making the Greatest Use of Subsidiary Work- 
ers, Including Volunteers, During War 
Time 
Herman L. Mehring, Philadelphia, Pennsylvania; 
Business Manager, Pennsylvania Hospital Depart- 
ment for Mental Diseases 
Relationships Between Purveyor and Manu- 
facturer to Hospital Administrator 
Howard F. Baer, St. Louis, Missouri; President, A. S. 
Aloe and Company 
2 Business MANAGEMENT PANEL Discussion (A 
panel discussion on the various phases of busi- 
ness management and administration) 
Col. William E. Barron, Camp Croft, South Carolina 


HOSPITALS 








i Sample B. Forbus, Durham, North Carolina; Super- 
intendent, Watts Hospital 

George P. Bugbee, Cleveland, Ohio; Superintendent, 
City Hospital 

Ronald Yaw, Grand Rapids, Michigan; Administra- 
tor, Blodgett Memorial Hospital 

John N. Hatfield, Philadelphia, Pennsylvania; Ad- 
ministrator, Pennsylvania Hospital 

Donald M. Rosenberger, Erie, Pennsylvania; Direc- 
tor, Hamot Hospital 

Dorothy M. McMaster, R.N., Winfield, Kansas; Su- 
perintendent, William Newton Memorial Hospital 

William P. Butler, San Jose, California; Superin- 
tendent, San Jose Hospital 

Carl P. Wright, Syracuse, New York; Superintend- 
ent, General Hospital 

J. T. Tollefson, Fargo, North Dakota; Business Man- 
ager, St. Luke’s Hospital 





TRUSTEES SECTION 


Wednesday, October 14 
8 p. m. 


Frank C. Rand, St. Louis, Missouri; Chairman, 
Board of Trustees, Barnes Hospital; Chair- 
man 


F. W. Russee, St. Louis, Missouri; Vice Presi- 
dent, St. Luke’s Hospital; Vice Chairman 


W. W. Martin, St. Louis, Missouri; President 
Masonic Home of St. Louis; Secretary 


1 THE HOSPITAL AS A COLLEGE 
Alan Gregg, M.D., New York, New York; Director, 
Department of Medical Sciences, Rockefeller 
Foundation 





2 VOLUNTEER WORKERS 


Mrs. Edward J. Walsh, St. Louis, Missouri; Presi- 
dent, Group Hospital Service, Inc. 


3 Pusiic RELATIONS 
Ralph W. Harbison, Pittsburgh, Pennsylvania; Pres- 
ident, Board of Trustees, Presbyterian Hospital, 
Pittsburgh 
4 SELECTION OF THE ADMINISTRATOR 


Malcolm T. MacEachern, M.D., Chicago, Illinois; As- 
sociate Director of the American College of 
Surgeons 


MEDICAL STAFF SECTION 


Thursday, October 15 
9 to 11:30 a. m. 


Francis J. Bean, M.D., Bennington, Vermont; 
Superintendent, Henry W. Putnam Memori- 
al Hospital; Chairman 


Henry Hedden, M.D., Memphis, Tennessee; 
Superintendent, Methodist Hospital; Secre- 
tary 


1 Tue RELATION OF THE HOSPITAL TO THE OUTSIDE 
PRACTITIONER 


Joelle C. Hiebert, M.D., Lewiston, Maine; Superin- 
tendent, Central Maine General Hospital 
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2 THE STATUS OF THE DENTAL SERVICE IN THE Hos- 
PITAL 


B. E. Lischer, M.D., St. Louis, Missouri; Dean of the 
Dental College, Washington University 


3 THE HospITAL’s RESPONSIBILITY IN THE POST- 
GRADUATE EDUCATION OF THE VISITING STAFF 
Frank R. Bradley, M.D., St. Louis, Missouri; Super- 
intendent, Barnes Hospital 


4 Tue HosprtaL MEDICAL STAFF IN WARTIME 
Charles F. Wilinsky, M.D., Boston, Massachusetts; 
Executive Director, Beth Israel Hospital 


5 Tue EpucaTION OF INTERNS AND RESIDENTS—A 
Panel Discussion 


Participants 

Byron L. Robinson, M.D., Little Rock, Arkansas; 
Dean of the University of Arkansas 

Maurice H. Rees, M.D., Denver, Colorado; Dean, 
University of Colorado 

J. R. Smiley, Kansas City, Missouri; Superintendent, 
St. Luke’s Hospital 

Erwin C. Pohlman, Columbus, Ohio; Superintendent, 
Grant Hospital 

A. G. Stasel, Minneapolis, Minnesota; Superintend- 
ent, Eitel Hospital 


CHILDREN’S HOSPITAL SECTION 


Thursday, October 15 
9 to 11:30 a. m. 


Gladys Brandt, Louisville, Kentucky, Superin- 
tendent, Children’s Free Hospital, Chairman 


Francis R. van Buren, Cincinnati, Ohio, Super- 
intendent, Children’s Hospital, Secretary 


1 Rounp TABLE DISCUSSION 


Conducted by Chairman and Counselors 

Mabel W. Binner, R.N., Chicago, Illinois; Superin- 
tendent, Children’s Memorial Hospital 

Mildred Riese, R.N., Los Angeles, California; Super- 
intendent, Orthopedic Hospital 

Margaret A. Rogers, R.N., Detroit, Michigan; Su- 
perintendent, Children’s Hospital 

Emma Sargent, R.N., Spokane, Washington; Super- 
intendent, Shriners’ Hospital for Crippled Chil- 
dren 

Rev. J. G. Snelling, New Orleans, Louisiana; Super- 
intendent, Memorial Mercy Home 

DeMoss Taliaferro, Denver, Colorado; Director, Chil- 
dren’s Hospital 

Moir P. Tanner, Buffalo, New York; Superintendent, 
Children’s Hospital 

Harry B. Torrey, M.D., Oakland, California; Medical 
Director, Children’s Hospital 


2 BUSINESS 
Organization 
Election of Officers 
SOCIAL SERVICE SECTION 


Thursday, October 15 
9 to 11:30 a. m. 


Homer Wickenden, New York, New York; 
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Administrator, Flower and Fifth Avenue 
Hospital; Chairman 


Mary M. Maxwell, Iowa City, Iowa; Director, 
Department of Social Service, State Univer- 
sity of Iowa, University Hospitals; Secretary 


1 Mepicat Socrat SERVICE IN WARTIME 


With the Army and Navy 


Lena Waters, Washington, D. C.; Assistant to Direc- 
tor, Military and Naval Welfare Service, Amer- 
ican Red Cross 


In the Civilian Hospital 
Ida M. Cannon, Boston, Massachusetts; Chief, Social 
Service Department, Massachusetts General Hos- 
pital 
2 Wuat Is EFFICIENT ORGANIZATION FOR MEDICAL 
SocrAL SERVICE? 


F. Stanley Howe, Orange, New Jersey; Director, 
Orange Memorial Hospital 


3 WHAT THE CLINICAL Starr May EXPECT OF THE 
MEpIcAL SOcIAL SERVICE DEPARTMENT 


Llewelyn Sale, M.D., St. Louis, Missouri; Chief, 
Medical Service, Jewish Hospital 


4 Wuat Is THE Proper USE oF RELIEF IN MEDICAL 
SocraLt SERVICE? 


Mary K. Taylor, St. Louis, Missouri; Director, Social 
Service Department, Washington University Clin- 
ics and Allied Hospitals 


Discussants 


James A. Hamilton, New Haven, Connecticut; Direc- 
tor, New Haven Hospital; President-Elect, Amer- 
ican Hospital Association 


Theodate Soule, New York, New York; Director, So- 
cial Service Department, New York Hospital 


Alphonse M. Schwitalla, S.J., Ph.D., St. Louis, Mis- 
souri; Dean, St. Louis University School of Med- 
icine; President, Catholic Hospital Association 


Edith G. Seltzer, New York, New York; Consultant 
on Medical Social Service, United Hospital Fund 


HOSPITALS AT WAR SESSION 


Thursday, October 15 
2 to 4:30 p. m. 


Claude W. Munger, M.D., New York, New 
York; Director, St. Luke’s Hospital; Chair- 
man 


1 THE PROCUREMENT OF MEDICAL PERSONNEL FOR 
Minirary SERVICE—HOsPITAL RELATIONSHIPS 


Colonel Sam F. Seeley, M.D., Washington, D. C.; 
National Director, Procurement and Assignment 
Service 


2 MepIcAL AND HospitTaL SERVICE IN THE AIR 
FORCES 


Brigadier-General David N. W. Grant, Medical 
Corps, U. S. Army; Chief Medical Officer of the 
U. S. Air Forces 


3 HosPITAL COOPERATION IN CIVILIAN DEFENSE 
Colonel George Baehr, M.D., Washington, D. C., 
Chief Medical Officer, Office of Civilian Defense 


4 Grants-In-Aip ProcRAmM TO Assist HospPiITaAts 
IN ESTABLISHING BLOOD AND PLASMA BANKS FoR 
EMERGENCY MEDICAL USE 

Victor H. Vogel, M.D., Washington, D. C.; Medical 
Officer of the Office of Civilian Defense 


5 THE Hosprtan CARE OF War CASUALTIES—A 
CHALLENGE TO HOSPITALS, THEIR Doctors AND 
THEIR NURSES 

Speaker to be selected 


6 BriTISH HOSPITALS AFTER THREE YEARS OF WAR 
Professor William Howil Frazer, O.B.B., Medical Of- 
ficer of Health, City and Port of Liverpool, Eng- 

land 


7 THE WaR—CALAMITY OR OPPORTUNITY? 
Fred G. Carter, M.D., Cleveland, Ohio; Superin- 
tendent, St. Luke’s Hospital 


8 GENERAL DISCUSSION 


BANQUET AND BALL 


Thursday, October 15 
8 p. m. 

Basil C. MacLean, M.D., Rochester, New York; 
Medical Director, Strong Memorial Hospi- 
tal; President, American Hospital Associa- 
tion; Toastmaster 

1 INVOCATION 

2 Musicat SELECTIONS 

3 CEREMONY OF GROUPING THE COLORS 

4 DEDICATION OF SERVICE FLAGS 
The guests will sing the National Anthem 
and one verse of “God Save the King” 

5 INTRODUCTION OF DISTINGUISHED GUESTS 

6 DINNER 

7 Musica SELECTION 

8 THE BANQUET ADDRESS 

The Honorable Paul V. McNutt, Washington, 
D. C.; Administrator, Federal Security 
Agency 
9 INDUCTION oF JAMES A. HAMILTON, THE INcoM- 
ING PRESIDENT 


10 ADJOURNMENT 


GENERAL ROUND TABLE AND OPEN FORUM 


Friday, October 16 
9 to 11:30 a. m. 


HOSPITALS’ PROBLEMS IN WAR 


Malcolm T. MacEachern, M.D., Chicago, Illinois; 
Associate Director, American College of Sur- 
geons 

Robert Jolly, Houston, Texas; Superintendent, 
Memorial Hospital 
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For years the Friday morning Round Table, con- 
ducted by Doctor MacEachern and Robert Jolly 
has been one of the best attended and most valu- 
able sessions of our Convention. To this Round 
Table are brought all of the old questions and 
many new ones that have been discussed during 
the week. It is a fitting climax to the week of 
study, of originating new policies, of continuing 
education in the field of hospital service. 





THE WAR CONFERENCE EXHIBIT 


The Technical and Educational Exhibit will oc- 
cupy 350 booths in the Exhibit Hall. This exhibit 
will feature many new lines of equipment, new 
substitutes for many commodities and new im- 
provements in the older lines. Of particular inter- 
est are the new surgical stitching instrument with 
demonstration of its operation, a complete blood 
plasma demonstration with centrifuges and de- 
hydration and shelling devices, processing sutures 
from Nylon, a new electrical air purifier, the ad- 
vances in synthetic rubber for hospital users, a 


working model of a milk condensing plant, and 
many other interesting innovations. 


The large exhibits of the Office of Civilian De- 
fense for hospital protection, care of casualties, 
and all recommended equipment, will occupy 1000 
square feet of floor space. The American Red Cross 
will have an extensive exhibit and other national 
organizations are arranging extensive displays. 
Local hospitals and organizations will occupy 20 
booths of the educational exhibit. 





THE HOBBY AND GADGET EXHIBIT 


An extensive gadget exhibit is being assembled 
under the direction of E. E. King, chairman of 
the local Committee on Exhibits. 


As materials and equipment become more 
scarce, resourceful hospital administrators and 
their engineering departments are devising new, 
useful gadgets for hospital purposes. Mr. King will 
appreciate your sending your gadgets and hobby 
products to him to be displayed in this interesting 
exhibit. 





Allocation Classification System to be Changed 
to the Production Code 


Under the Production Code, hospitals, which are 
institutions engaged in furnishing services, will 
be exempt from placing any code letters or num- 
bers on any purchase orders they may place. 


WAR PRODUCTION BOARD 
DIVISION OF INDUSTRY OPERATIONS 
Washington, D. C. 


August 18, 1942 

Dr. Bert W. Caldwell, Editor 
Hospitals 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 
Dear Doctor Caldwell: 

Subject: Production Code 


This will acknowledge receipt of your letter of 
August 14, which was written in reply to our let- 
ter to you under date of August 12. 


Since writing you the Allocation Classification 
System has undergone considerable revision and 
its release is expected sometime this week and 
certainly prior to the date when your next issue 
of “Hospitals” goes to press. In the proposed 
amendment of Prireg No. 10 which established 
this system of coding, the name of the system will 
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be changed from the Allocation Classification 
System to the Production Code. 


I would like, at this time, to call your attention 
to the further amendment of Prireg No. 10, which 
amendment, when issued, will contain under Par- 
agraph (b) several exceptions, among which will 
be, in part “code letters and numbers need not 
be placed on the following types of purchase 
orders, (2) purchases by or from persons engaged 
in furnishing services, as distinct from the sale of 
material, such as (but not limited to) financial 
institutions, apartments and hotels, laundries and 
cleaners etc., but not including educational insti- 
tutions and public utilities.” 


A hospital is engaged in furnishing services, 
and, therefore, with the issuance of this amend- 
ment to Prireg No. 10 and the establishment of 
the Production Code, hospitals will be exempt 
from placing any code letters or code numbers on 
any purchase orders they may place, whether such 
purchase orders are for equipment, repair or main- 
tenance materials or operating supplies. 


Very truly yours, 
Charles S. Stokes 


Bureau of Priorities Field Clearance Section 
War Production Board 





Priority on Repairs and Replacements 


Most of the delay encountered in the securing 
of repair and replacements of worn out or other- 
wise crippled equipment is due to failure of the 
applicant to take the necessary preliminary steps 
and to put into the application the details neces- 
sary for consideration of The War Production 
Board. The principle upon which the WPB bases 
its action is that hospitals must be kept in good 
operating condition, but that any repairs or re- 
placements must be such as will use a minimum 
of critical materials even though this may require 
a cost higher than that at which new equipment 
might be secured, if available. 

The first step is to secure a detailed statement 
as to how the piece of equipment can be repaired 
or why it can not be repaired. This statement must 
be over the signature of a qualified engineer and 
must give in detail the parts which will be re- 
quired and why they must be replaced rather than 
repaired. 

When this statement is received the applicant 
must then make every reasonable effort to secure 
used parts to replace those no longer usable. If 
unable to secure them he can then appeal to the 
WPB for assistance. The WPB maintains lists of 
repair and replacement parts and the sources from 
which available, and will furnish the pertinent 
lists to applicants who have exhausted their own 
efforts to secure them. 


When these lists are received the applicant must 
try these sources of supply. If still unable to se- 
cure the desired parts he can then apply for a 
replacement of the entire equipment. But he must 
first exhaust the sources of used equipment deal- 
ers as outlined above for replacement parts. 


If he is in turn unable to secure used equipment 
adequate to meet current operating needs, he can 
then apply for priority rating for a new piece of 
equipment with a fair chance that such applica- 
tion will receive prompt and favorable action. 


In making application for this priority it is ad- 
visable to first canvass the manufacturers to find 
out which type of equipment is available, and 
make the priority application in accordance with 
the type of equipment which is actually available 
once the priority is secured. 


Normally the best source from which to secure 
proper survey of the machine or equipment is the 
representative of the original manufacturer as he 
will not only be able to describe the need for the 
parts required, state whether they can be repaired 
or must be replaced, but will be able to tell 
whether or not they can be secured once the pri- 
ority is secured and his familiarity with WPB pro- 
cedure will very much expedite final action on 
the application. 
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J. Dewey Lutes Resigns 


J. Dewey Lutes, one of the best known adminis- 
trators in the hospital field and one of the most 
efficient, has tendered his resignation as adminis- 
trator of the Presbyterian Hospital, Chicago, ef- 
fective August 31, 1942. 


Mr. Lutes has been at the head of important 
hospitals for the past twenty years. He was one of 
the organizers of the American College of Hos- 
pital Administrators and was its executive secre- 
tary for several years immediately following its 
organization. 


Experienced and qualified in every way, he de- 
veloped the hospitals he administered in keeping 
with the progress of medical and hospital advances 
and along sound and continuing programs. He en- 
joyed the confidence and respect of his colleagues 
in the hospital field and of more importance, the 
confidence of the public and the patients for whom 
his hospital cared. 


Dr. Carl Apfelbach, who has been the director 
of the Department of Pathology at Presbyterian 
Hospital since his graduation from Rush Medical 
School in 1922, was appointed medical director of 
the hospital on May 20, 1942. This action met with 
the approval and endorsement of Mr. Lutes, super- 
intendent, who realized the need for a medical 
man to coordinate the educational program and 
direct the service in the out-patient department. 
However, when the duties of the medical director 
were later determined, they placed him over the 
superintendent of the hospital. 


Quote Mr. Lutes— 

“I cannot subscribe to a plan of adminis- 
trative organization that places the superin- 
tendent of the hospital under the control and 
direction of the medical director.” 


Quote Mr. Charles B. Goodspeed, elected Presi- 
dent of the Board of Managers in May 1942— 
“My dear Mr. Lutes: 

“It is with sincere regret that I accept your 
resignation as superintendent of the Presby- 
terian Hospital effective August 31, 1942. 

“During the time I have been President of 
the Board of Managers I have had ample op- 
portunity to observe the result of your work. 
Although you took over the management of 
the hospital at a most difficult time, the im- 
provements you have effected in the physical 
plant and in the organization of the personnel 
have been of great benefit to the hospital. 


“I regret exceedingly, however, that the 
pleasant association I have had with you is 
not going to continue, and I wish you every 
success in your future work, which I am sure 
you will have.” 
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Control of Out-Patient Service and Charges 


DAVID H. MARTIN 


“Manual on Hospital Accounting and Statis- 

tics” is “an individual registered for and re- 
ceiving service in the institution who does not 
occupy a regular hospital bed or bassinet.” This 
definition is a broad one, and covers a variety of 
services, such as the diagnosis and treatment of 
indigent and low wage patients, diagnostic services 
and treatments given to patients of private physi- 
cians, first aid treatments in the emergency room, 
the use of the plaster room for fractures, prenatal 
and postnatal clinics, follow-up clinics for tumor 
and surgical cases, and sundry minor operations. 


ik DEFINITION of an out-patient given in the 


For the purpose of clarity in accounting and 
statistical records, out-patient service should be 
divided into three sections: general out-patients, 
private out-patients, and emergency room patients. 


Private out-patients are those who are referred 
to the hospital by private physicians for special 
diagnostic examinations or treatment, and are 
financially able to pay the customary rates for all 
services given. The term private ambulatory pa- 
tient is frequently used for this class of patient, 
but this description is confusing with ambulance 
service. Both the words “ambulatory” and ‘“am- 
bulance” are derived from the same Latin root 
meaning “to walk,” and in earlier times the ambu- 
lance really did move at a walking pace to pick 
up wounded soldiers on the field of battle. For 
present day use the term private out-patient 
service is preferable, or simply private out- 
patients. 


Development of Out-Patient Service 


The original name for out-patient service was 
dispensary, and this term is still used by some 
of the older institutions. Its principal function was 
to dispense pills and medicine to the needy sick 
who could not otherwise obtain medical relief. 
Out-patient service is an outgrowth of the time 
when private physicians treated all patients in 
their own offices, and often did not know whether 
such patients were “free” or “pay” until they sent 
a bill or tried to collect for their services. It was 
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not unusual for physicians to find their offices 
filled with indigent patients, and to remedy this 
condition they agreed to donate a certain portion 
of their time at a designated place convenient for 
all the physicians of the community. This place 
was usually the hospital, and as hospitals also 
benefited by the early treatment of disease to les- 
sen many weeks of hospital care later, they agreed 
to provide space and equipment for the doctors’ 
use. Thus were developed the out-patient depart- 
ments of hospitals on an organized basis, now 
known as general out-patient service. 


The primary purpose of the general out-patient 
department is to provide medical advice and aid 
during the early and curable stages of sickness to 
those who otherwise might delay seeking relief 
until it became necessary to have hospital care. 
But there is a continuing trend from the physi- 
cian’s office to the out-patient department of vol- 
untary hospitals. Not only the medically needy, 
but those able to pay the cost of service, are seeking 
admittance because they know they will receive 
the best medical advice it is possible to obtain, 
often by leading specialists, for a moderate known 
charge. 


Today the out-patient department is composed 
of many specialized clinics, with auxiliary services 
such as pharmacy, dental care, therapy, labora- 
tory and x-ray. A dietitian is frequently in attend- 
ance. Advances in modern medicine make it more 
difficult every day for the general practitioner to 
keep abreast of the constant changes in technique 
and new discoveries in the healing arts. Physicians 
who have specialized in particular branches of 
medicine are not anxious to do any volume of in- 
digent work in their own offices. So it seems that 
specialty work is likely to be retained as an im- 
portant part of clinic procedure. 





The medical profession has always given a large 
part of its time and skill for the health benefit of 
the community. In fairness to that profession and 
the exacting demands which are made upon it, 
until physicians are paid for clinic service a sys- 
tem must be worked out so that they can have 
some assurance that free work will be largely con- 
fined to the cases treated during a definite donated 
period. The needy sick we shall always have, and 
they are definitely a charge and responsibility of 
the government. Their care and treatment both as 
out-patients and in-patients should be borne to 
a large degree by local, state or federal payments. 


In some communities as Rochester, San Fran- 
cisco, and Pennsylvania, government funds are 
granted for payment to out-patient departments 
of hospitals for the care of the needy poor, and 
those not able to pay for medical care. In England, 
clinics are the basis for the furnishing of medical 
service or governmental health insurance. In some 
of our own cities, the preliminary medical check- 
ing of draftees is performed at clinics. 


How far this tendency of using clinic service 
will extend it is difficult to foresee. It seems prob- 
able that the financing and maintenance of out- 
patient departments, with a paid medical staff, will 
involve a much greater reliance upon local and 
state aid, and this in turn will bring about govern- 
mental supervision of the quality of service, in 
detailed reports and statistics, and probably some 
kind of control of expenditures. 


Volunteer workers from social organizations are 
helping to carry an appreciable part of the labor 
load in many clinics, helping to reduce the cost, or 
to enable giving greater service for the same cost, 
and to keep the clinics running during the present 
labor scarcity and high wage rates. 


Patients referred to clinic service by physicians 
for special examinations or treatments, who are 
able to pay the usual hospital rates for such ser- 
vices, and remain under the care of their private 
physicians, do not come under the classification of 
general out-patients, but as private out-patients. 


Pay Clinics 


While the out-patient service was originally es- 
tablished for the needy, it has gradually enlarged 
its scope to include pay clinics for the large group 
of working people in the moderate income class, 
and those who are ordinarily self-supporting but 
are unable to meet the full cost of private medical 
care. For this group the charge is higher, and the 
doctors are usually paid for their services. This 
type of service is midway between the private 
and indigent groups. The patients receive special- 
ized medical skill beyond the skill of the average 
family physician. These clinics should be entirely 
self-supporting. 
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Pay clinics are usually classified under private 
out-patient service, but they should be given a dis- 
tinct accounting classification, corresponding with 
the semi-private or private ward classification for 
in-patients. The difference between pay clinic 
service and private out-patient service is that pay 
clinics are based on scaled down charges for the 
moderate income class, while private out-patients 
pay the full charge. 


Pay clinics may include diagnostic clinics for 
patients who are not able to afford the services of 
consultants and who otherwise would not be able 
to obtain all the many specialized examinations 
and procedures not available in the office of the 
private physician. In these clinics the patient pays 
a fixed scale of charges much less than the cus- 
tomary rates. The fees should be sufficient to meet 
the cost, and be in keeping with the patient’s 
ability to pay. The rates are higher than the usual 
out-patient charges, but less than the rates for 
private patients. The private physician receives 
the diagnosis and prescribes and supervises the 
course of treatment. 


Control of General Out-Patient Service 


The meaning of control is to check or regulate. 
It also infers an orderly procedure by which the 
routine work is performed smoothly with the min- 
imum of effort. The control of out-patient service 
thus means that we must study the admitting pro- 
cedure to prevent delays in assigning patients to 
the proper clinics, we must also make sure that 
the patients are eligible, we must regulate the 
number of patients to each clinic, and we must 
establish a proper system for obtaining and filing 
medical records. Finally, we must have forms and 
statistics to record and measure and evaluate the 
services rendered. It is obvious that the type of 
control of out-patient service will vary according 
to the size and location of the hospital, the medi- 
cal staff available, and the class of people in the 
community. 


We are a people of individualists, in which every 
man thinks he can improve on the procedures of 
others to fit his own particular requirements, so 
that any attempt to set up standard methods of 
control will probably not fill the special needs of 
a community, nor the ideas of the administrator. 
All we can do is to set out some of the funda- 
mental procedures, to provide a pattern which can 
be adapted to fit particular conditions. 


The First Interview 
There is a saying that first impressions last for- 
ever. No matter how much benefit a patient re- 
ceives after treatment, he will always remember 
the way in which he was received at the first visit. 
There is a psychological reason for this. The pa- 
tient may be nervous, under tension, irritable and 
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sick. His mental state is under a strain, and little 
things are magnified out of proportion. For this 
reason delay in interviewing the patient for the 
first time should be avoided. For the same reason 
the modern trend is to have the first interview 
conducted by a medical social worker who has 
been trained in the proper approach to social prob- 
lems. In these cases the social worker will secure 
the sociological data to determine whether or not 
the patient is eligible for admission to the clinics, 
and if eligible, whether free, part or full pay. The 
first interview is sometimes conducted by a rep- 
resentative of the credit office, and only those pa- 
tients of questionable eligibility referred to the 
social worker for more detailed inquiry and check. 
This preliminary interrogation is important in the 
control of out-patient service to prevent the abuse 
of this service by patients able to pay for a pri- 
vate physician. 


Determination of Financial Eligibility 


Determination of financial eligibility is one of 
the most difficult problems in connection with out- 
patient service. The great majority of our popu- 
lation is comprised of the low to medium income 
groups where the struggle for existence is constant 
and never-ending. So perhaps it is understandable 
that we have to be on guard against deception, 
that our credit clerk has to be hard-boiled and 
skeptical, even-tempered and considerate, in order 
to discover the kernel of truth which may be hid- 
den and camouflaged in vague and obscure state- 
ments. 


The determination of financial eligibility must 
be based not only upon income, but upon all the 
contributing economic factors of the patient, in- 
cluding the length and type of care necessary, and 
the needs of the family during illness. It may be 
desirable to obtain first hand knowledge of the 
living conditions in the home, and perhaps make 
arrangements with public and private welfare 
agencies in regard to procuring material relief and 
authorization for payment of medical care for in- 
digent patients. 


Ordinarily, an income of less than $30 per week 
for a couple plus $2 for each minor child will qual- 
ify a patient as eligible for out-patient service at 
the usual rates, while weekly earning of $25 might 
warrant a part pay arrangement depending on the 
scale of fees charged and the duration of treat- 
ment. Some hospitals have definite rules regard- 
ing the qualifications for eligibility; others prefer 
to be guided by the conditions governing each in- 
dividual patient with a platform broad enough to 
cover exceptional cases involving questions of de- 
gree or judgment. 


Sometimes arrangements can be made whereby 
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private physicians will give special rates to the 
borderline group in the moderate income class, or 
even those receiving higher salaries when there 
are justifiable conditions. 


Admitting Procedure 


When investigation has shown that the patient 
is eligible for admission, either free or pay, he is 
referred to the admitting clerk. The sociological 
data are also sent to the admitting office for at- 
taching to the patient’s history file. 


The admitting clerk is usually responsible for 
the recording of admissions, transfers, discharges, 
the issuance of identification cards to new patients, 
the allotment of a serial or unit number for the 
filing of medical records, the preparation of a 
history summary sheet on which to record the 
service and treatments, and making index cards 
to be filed in the out-patient department for refer- 
ence. The latter may be filed alphabetically or by 
the soundex system. 


The admitting clerk will make arrangements for 
the patient to see the examining physician who 
will take the patient’s past history and make a 
general examination to determine the nature of 
the disease, also assign the patient to the clinical 
service indicated by his provisional diagnosis. 


A patient who has had previous medical care 
either in an institution or by a private physician 
within three months should be required to obtain 
a release before admittance, except in cases of 
emergency or by approval of the admitting 
physician. 


Regulation of Clinics by Appointments 


If a new patient cannot be seen by the clinic the 
same day, the admitting clerk will issue an ap- 
pointment card stating the day and hour when 
treatment can be started. Quarter hour intervals 
are sufficient to give a little overlap so as to have 
patients present to take the place of those who 
may not come on time. The appointment is also 
recorded on an appointment list prepared for each 
clinic. 

On the day of appointment the patient is 
checked off the appointment list and called when 
the service is ready to receive him. Should the 
patient be returning for further treatments, a new 
appointment card is given to him and recorded on 
the appointment list. 


There are several reasons why it is preferable 
for clinics to function on the appointment system 
—one reason is the benefit to the patient in the 
elimination of undue delays caused by waiting in 
line; another is the regulation in the number of 
patients assigned to a clinic with relation to the 
availability of the medical staff for such service; 
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and another the prevention of neglect in urgent 
cases. However, the appointment system may not 
be feasible for every institution. There may be 
a maximum limitation beyond which it would not 
function smoothly. 


Should the service require examinations by any 
of the adjunct diagnostic services, such as labora- 
tory or x-ray, these will be requisitioned and ar- 
ranged for by the appointment clerk, and the re- 
ports when received attached to the patient’s 
history record. 


Should the patient be referred to the hospital 
in-patient service, or be transferred from one clinic 
to another, a notation is made on the appointment 
card, and admission arranged by the appointment 
clerk. 


When a patient is discharged, the service notes 
this fact on the appointment card and on the his- 
tory record. At the end of each day the admitting 
clerk notifies the medical social worker of all pa- 
tients who have not kept their appointments. If 
they return at a later date, they cannot be re- 
admitted until they have seen the credit clerk or 
the social worker, depending on the type of ad- 
mitting being used, after which the procedure is 
the same as for a new patient. 


Procedure for Handling Medical Records 


Out-patient medical records should be corre- 
lated and centralized whenever physically possi- 
ble, whereby the entire history is assembled and 
is available to any division of the hospital in which 
the patient may receive treatment. 


Under this system records should be requisi- 
tioned in writing from the central records office 
and distributed to the clinics on the morning of 
the day in which patients have appointments. A 
duplicate of the requisition may be used to check 
the return of the records from:clinics and to the 
central records office. 


For those hospitals which have the serial system 
of filing, under which each patient is given a serial 
number on admittance, a new serial number being 
given for each admittance, it may not be desirable 
to use the same serial method for out-patients. 


The family unit method has many advantages 
for out-patient service, whereby each member of 
the family has an individual folder in the same 
unit file. This is particularly valuable in cases of 
congenital or hereditary disease. Under this 
method there is a cross index of the patient’s name 
showing the unit out-patient number assigned on 
admittance by the out-patient department. A simi- 
lar card is forwarded with the history to the cen- 
tral record room. The history is filed by the out- 
patient number with a notation on the in-patient 
index card, and on the out-patient index card there 
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is recorded both the out-patient and in-patient fil- 
ing numbers. Usually the in-patient file is only 
required for reference at the first visit, when a 
brief summary can be made on the out-patient 
summary record of the type of illness and treat- 
ment. 

Control of Charges 


As general out-patient service is seldom self- 
supporting, it is important to measure carefully 
the cost of the service by the segregation of those 
expenses which properly pertain to it. This is not 
only to classify wages and expenses as between in- 
patient and out-patient service to comply with 
good accounting practice, but also to be able to 
report to the community the cost value of the free 
services thus rendered. This is important when 
appeals have to be made for funds either by indi- 
vidual contributions or from public agencies. Out- 
patient service is a gift to the needy poor of the 
community, and one which can quickly pass un- 
recognized by the more fortunate upon whose as- 
sistance its continuance may depend. We should 
not hesitate to let the light shine on the good work 
which is being done. 


Employees working full time in the out-patient 
department should be carried as a direct charge 
on the payroll of that department. A charge should 
also be made for all part time personnel supplied 
by other departments. Direct purchases of sup- 
plies, and direct expense, will be charged from 
purchase invoices. Requisitions from stores will be 
summarized and charged to the expense of sup- 
plies used. An assessment should be made for heat, 
power, light, water, laundry, etc., based on tests 
of consumption, and carried at flat monthly rates 
until conditions change. A proportionate charge 
can be applied for administrative expense, insur- 
ance, postage, and other items of a general nature. 
One standard journal entry a month is all 
that is required for those allocated charges. 
The time involved is small, and the ad- 
vantage of actually showing the true cost of 
operations each month, or rather the direct cost 
plus allocated expense, to the responsible officials 
will tend to keep the expense under control. 


Work performed by auxiliary services should 
be charged to the out-patient department at cost, 
and recorded by type of service. If cost figures are 
not available, then the charge should be valued 
for each unit of service to approximate the cost 
as closely as good judgment will allow. 


Financial Control 


Financial control is especially necessary when 
a substantial monetary loss may be involved. To 
allow the out-patient department an uncontrolled 
development without provision for the resultant 
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liability, might seriously affect the ability to 
finance other departments of the hospital. It is the 
duty of the administrator to determine how and 
in what manner the greatest benefit can be given 
having regard to the comparable expense and 
prospective income. 

Before the operation of any department can be 
placed under control, it is necessary to know 
within reasonable limits the amount of income 
which will be available. When this fact is known, 
the expenditures can be pared to fit, or the charges 
to patients can be increased, or a deficit can be 
contemplated and plans made accordingly. The 
point is that you know where you are going. You 
must know how much you are allowed to spend 
before you can determine how many clinics can 
be established or continued, and on the number 
of clinics will depend the number of lay workers 
and nursing staff which will be required, and the 
extent to which it will be necessary to provide 
auxiliary services. To put the matter plainly, you 
must know your prospective income and plan 
your payments to conform. In other words, you 
institute a budget. 

After the income allotment has been settled, 
that is the portion to come from the general funds 
of the hospital, the income from patients can be 
estimated based on the number and type of clin- 
ics, which in turn are limited to the medical 
staff available. The total income shows how much 
you can spend. Then the cost of operating those 
clinics can be worked out, and a budget set up. 
The actual expense of operation should be com- 
pared with the budgeted expense, and the budg- 
eted income with the actual income, by means of 
monthly reports from the accounting department. 
This is the master financial control. The budget 
sets the speed and distance you can travel. The 
monthly comparison is the speedometer which 
measures the rapidity with which the destination 
is being approached. 


Recording Patient Income 

The custom of many out-patient departments is 
to record income on a cash basis, even though the 
in-patient charges may be on an accrual basis. It 
is preferable to follow the accrual method for both 
services. The total number of visits to each clinic 
is a matter of statistical record, also whether full 
pay, part pay, or free. With this knowledge the 
total charge can be determined at full rates, and 
the difference between the full rate and the actual 
cash received will constitute charity allowances 
for part pay and free patients. 


Usually a nominal admission charge is made per 
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patient visit to each clinic, varying from 25 cents 
to $1, plus small additional charges for medicines, 
dressings, and adjunct services. The present trend 
towards the use of inclusive rates for various types 
of disease and treatments is highly desirable from 
the patients’ viewpoint, and should be promul- 
gated and developed by standardization of fees 
within a community. Fees received from patients 
should be evidenced by a record of collections, 
preferably showing patients’ names. The latter is 
not essential except as an audit control record. 


The appointment list can be made to serve both 
as a statistical and financial record by entering 
the amounts paid for clinic admission against each 
patient’s name at the time of visit, with a notation 
against those who do not pay who should pay, and 
a symbol to indicate part pay and free service. The 
appointment list thus acts as a collection or cash 
record, and can be filed as an original record for 
audit purposes. The payment column is totaled for 
each clinic, and the cash turned over to the cashier 
on a daily listing form showing the amount re- 
ceived from each clinic. 

Some out-patient departments use a cash regis- 
ter which stamps the amount paid on a ticket, and 
accumulates the payments under various designa- 
tions. This is a satisfactory method of control pro- 
viding a record is made of part pay and free pa- 
tients and those who are delinquent, in order to 
check against the total visits to clinics. 

Because the charge is small, and the patient a 
poor credit risk, it is not customary to open charge 
accounts for unpaid fees, except perhaps for pri- 
vate out-patients, and even here it is advisable to 
collect at the time of visit. 

General out-patient charges should be on a 
strictly cash basis. It must be remembered that 
those unable to pay have already been so desig- 
nated, so that it should be no hardship if payment 
is insisted upon before allowing a patient to visit 
a clinic. If for a good reason payment is not made 
at the time of visit, a memorandum should be 
made on the current and new appointment list, 
and if the delinquency is not made good at the 
time of the second visit, the patient should be re- 
ferred back to the credit office or medical social 
worker for a further check on his economic posi- 
tion before he receives another appointment. The 
only exception should be cases of emergency or 
where delay in treatment might be harmful to the 
health of the patient. 

Separate receipts should always be given for 
payments for special services, the duplicate being 
filed for audit purposes. 





Regular Audits Are Important 


ROBERT H. REEVES 


S MONEY BEING STOLEN in your hospitals? .. . If 
it is, it may be largely your fault. I am going 
to quote a man of national reputation to furnish 

an authoritative background for the presentation 
of my thoughts. He is the professor of accounting 
at one of our largest universities. I quote two 
paragraphs from one of his books. 


“The business man is interested primarily 
in enterprises for profit, undertakings for the 
gainful employment of capital and services. 
These may be concerns engaged in handling 
merchandise—manufacturing, wholesaling, re- 
tailing, and otherwise dealing in goods, or 
they may be auxiliary organizations furnish- 
ing services—banking, brokerage, insurance, 
and the like. In all cases, however, they have 
an essential similarity in that they are pri- 
vately owned and are operated to the eventual 
profit or loss of the owners.” 


“These enterprises, while furnishing the 
most widespread and extensive demand for 
the accountant’s services, are not the only 
ones requiring accounts. That class of under- 
takings operated primarily for service and 
without expectation of profit, such as church- 
es, hospitals, clubs, and associations, are in 
certain respects even more in need of good 
accounting than business enterprises them- 
selves. While business must have historical 
and financial records, there is probably no 
concern so much in need of protective ac- 
count keeping as a large-scale charitable or 
philanthropic institution.” 


There is the theme of this discussion—protective 
account-keeping and more specifically the matter 
of independent audits. 


The Connection Between Hospital Public 
Relations and Audits 


Let us examine the connection between public 
relations and audits. Administrators and other 


Presented at the Second Annual Institute on Accounting, Bloom- 
ington, Indiana, 1942 


90 


ee a ae 


@ Robert H. Reeves is Accountant at the 
Rochester General Hespital, Rochester, New 
York. 








groups of hospital people believe the subject of 
public relations is very important and spend con- 
siderable time in discussing it at conventions and 
institutes. Hospital journals are devoting more 
and more space to this vital phase of hospital 
operation and management. Why do hospital ac- 
countants ignore this subject as if it were unim- 
portant or even non-existent? 


What do hospital public relations have to do 
with audits by independent public accountants? 
In a corporation that has stockholders, the general 
public who are not stockholders have no particu- 
lar interest in-the honesty of the corporation’s 
employees or in the attempts that are made to 
safeguard the assets of the business. A hospital, 
however, is given by the community, it is sup- 
ported by the community. The entire community 
has a stake in the hospital and is entitled to the 
assurance that its cash and other resources are 
handled not as the private property of the em- 
ployees or officers but as a public trust. From a 
selfish viewpoint alone business has found it nec- 
essary to have regular audits made; hospitals from 
any viewpoint are negligent if they adopt a lower 
standard. 


There is another connection between hospital 
public relations and the matter of audits. A hos- 
pital’s public relations program misses the mark 
by a big margin unless it gives proper considera- 
tion to all the groups that constitute its public. 
One of the most important groups is a hospital’s 
own employees. To be specific there is a case 
known where a hospital employee had been mis- 
appropriating funds over a long period of time. 
When the matter came to light and was com- 
pletely investigated, the facts proved that only 
this one person could have been involved. This 
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was a fortunate circumstance. If this person had 
used a little more finesse, he could just as easily 
have arranged the details so that no one could 
prove or disprove which employees were involved. 
In that case every employee of the accounting de- 
partment would have been discharged. Fate was 
looking after the reputations of the other employ- 
ees. We cannot rely on fate alone. That should 
have been a responsibility of the hospital’s 
trustees. Needless to say, that hospital has had 
regular audits ever since. 


Why Insurance Companies Write Fidelity Bonds 
for Hospitals 


Of course you know your employees very well 
and you know there is nothing irregular about 
your records. But did you ever wonder why insur- 
ance companies are still writing fidelity bonds 
for hospitals? Yes, and paying losses under some 
of those bonds every year too. It is rather difficult 
to procure facts such as these, but I have informa- 
tion regarding losses by hospitals in several dif- 
ferent localities. I have no actual knowledge of 
any defalcation by a hospital administrator, but 
there is one case known where a hospital treasurer 
was found to be misappropriating the hospital’s 
funds. I am not going to discuss the reasons why 
people steal, but the interesting thing about the 
losses paid by the insurance companies is that, as 
a rule, the larger the loss the more important is 
the position of the person involved. Many hospi- 
tals have been surprised and disappointed in dis- 
covering that long service by an employee is no 
guaranty as to his fidelity. 


An Audit is a Protection for Employees 


I know of a case where an administrator and 
his accountant urged the governing board to have 
an audit made. They refused. And what do you 
think was their reason? “We would not insult 
you.” The bald truth of the matter is that the 
trustees not only were insulting their employees 
by their refusal but were inviting them to search 
for loopholes in the system. By their thoughtless 
or ill considered decision, the trustees were mak- 
ing it possible for the reputation of every em- 
ployee to be placed in jeopardy, the consequences 
of which could follow them to the ends of their 
business careers. 


Money is being stolen in a great many hospitals 
today. This is a statement of fact though not 
admitted freely enough. There is an experience 
in the hospital world that is altogether too com- 
mon. One hospital in a community has an unfor- 
tunate experience. At once, the other hospitals in 
the vicinity decide to have audits made, but not 
because there is anything wrong. As a matter of 
fact their employees are very well known, have 
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given long and faithful service, and are above 
suspicion. The audits are made just to prove to 
everyone’s satisfaction that they were not neces- 
sary. And then comes the awakening. Too many 
times an unpleasant truth comes to light. Why 
should this be necessary? 


The Audit as Insurance Protection 


Different authorities have stated that hospitals 
are the fifth or sixth largest activity in this coun- 
try. Then they should act like it. There is never 
any question about a hospital’s buying fire insur- 
ance on its property. The need for that protection 
is universally taken for granted. And what is in- 
volved? Only a possible loss resulting from the 
destruction of materials. Is this more important 
than the economic lives of a hospital’s employees? 
What is going to happen to the earning power of 
a hospital employee who must be discharged 
whether guilty or innocent because an inadequate 
system is allowed to exist under which an inno- 
cent person cannot prove his innocence? The hos- 
pital has as great an obligation to protect its 
employees’ earning power by audits as to protect 
the buildings and equipment by fire insurance. 
Some hospitals bond employees who handle 
money and never have the books audited. Such 
hospitals might better save the money spent for 
the bond premium or use it to buy some needed 
equipment. 


It is evident that hospital administrators and 
officers, especially treasurers, do not realize they 
are in extremely vulnerable positions. The very 
fact that hospital defalcations are considered a 
“hush-hush” subject is a guarantee that their ex- 
istence, when disclosed, quickly becomes common 
knowledge in the community. Perhaps adminis- 
trators and treasurers think their positions place 
them above suspicion. This may be true, but these 
people are greatly mistaken if they think their 
positions give them immunity from criticism. 
When the day of awakening comes, they will be 
mercilessly criticised by other hospital people in 
the community who have been more businesslike, 
by their patients and their families, by persons 
who have made gifts to endowment or current 
operating funds, and by all persons who have a 
financial stake in the hospital, however small, by 
virtue of their gifts to community chests, founda- 
tions, and similar fund raising and distributing 
agencies. 


Hospital administrators and officers may need 
education along these lines. Perhaps their account- 
ants have tried without success to make them see 
the light. A hospital accountant should feel he has 
not discharged his duty to his hospital and to him- 
self until he tries as many times as may be neces- 
sary to obtain the proper results. 





A Fifty Bed Hospital All on One Floor 


CHARLES F. NEERGAARD 


HE FLOOR PLAN here illustrated represents the 

application of the Double Pavilion principle 

to a small hospital. Given a sloping terrain it 
would be possible to develop an out-patient de- 
partment in the basement of one wing and a lim- 
ited amount of housing could be arranged on a 
second floor over the center section. 


The utilities in the center section will be top 
lighted and ventilated. 


The total area inside the walls, 29,600 s.f., is an 
average of 548 s.f. per bed. This is based on rooms 
15’ deep, and corridors 7’6 wide. The building 
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has a bulk of 386,900 c.f. or 7167 c.f. per bed, allow- 
ing ceiling heights of 17’ in the boiler room, 9 
in the balance of the basement, and 12’ from floor 
to roof. 

This building can be erected of fireproof con- 
struction for approximately $200,000. 
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Analysis of Out-Patient Department Records 


A Study of 500 New Out-Patients and 1550 Old Out-Patients 
From the Standpoint of District, Pay, Free, Celor, Sex, Religion and Nativity 


JANICE SELIGMAN, M.A. 


ment of a voluntary hospital is determined by 

the objectives which the hospital sets for itself 
and the special or general servicés organized 
within itself. For example, the out-patient depart- 
ment of a teaching hospital would have as one of 
its objectives the acceptance of patients who 
would provide study material for students of med- 
icine. The out-patient department of a non-teach- 
ing general hospital would follow primarily the 
policy of “first come first served” and thus admit 
all eligible patients. The out-patient department 
of a speciality hospital, such as a hospital for pa- 
tients with orthopedic or eye conditions, would 
accept those who need the care to be given by 
physicians proficient in the speciality or the treat- 
ments made possible by special equipment such as 
hydrotherapy, physiotherapy, deep x-ray therapy 
equipment and special appliances. Another type of 
hospital is the general hospital which features a 
single specialty in medicine more than all others. 


T= ADMISSION POLICY of the out-patient depart- 


The Hospital for Joint Diseases is a hospital of 
the latter type. It is a general hospital with all the 
usual clinical services but features an organization 
and set-up designed to meet the needs of patients 
with orthopedic conditions. In other words, it is 
completely equipped to treat any patient with an 
acute general medical or surgical condition, but 
in addition it has special and extensive facilities 
and equipment for the treatment of orthopedic 
conditions. Of its total visiting staff of more than 
300 physicians, 75 are orthopedic surgeons. About 
one-half of its 355 beds are assigned to patients 
with orthopedic conditions. As part of its special 
equipment, it has a gymnasium for corrective 
exercises, extensive hydrotherapy and physical 
therapy equipment, a therapeutic swimming pool 
and a brace shop. Therefore, the type of service 
to be rendered by its out-patient department 
would follow the pattern created by the Hospital’s 
objectives as a general and specialty hospital. 
Accordingly, the out-patient department provides 
general medical and orthopedic care for the sick 


94 


EF salen 


@ Janice Seligman is Supervisor of the Out- 
Patient Department of the Hospital for Joint 
Diseases, New York City. 








residing in its district. It also provides orthopedic 
care for those individuals with orthopedic condi- 
tions who apply from any borough of Greater 
New York, provided the latter are not receiving 
orthopedic treatment at another institution and 
can meet the eligibility requirements from the 
standpoint of economic level. 


With the above information as a background 
the following is an analysis of two studies: (1) 
a study of 500 unselected new patients admitted 
consecutively to the out-patient department of 
the Hospital for Joint Diseases, (2) a study of 
1550 unselected old patients who were attending 
the out-patient department. The factors consid- 
ered in each study were: district, financial rating, 
color, sex, age, religion and nativity. 


Analysis of 500 New Patients 


An analysis of the study of the 500 new out- 
patients shows (Table I) that there were 230 pa- 
tients or 46 per cent admitted to all departments 
from within the district. Of these 51 or 10.2 per cent 
were full paying patients; 13 or 2.6 per cent were 
part paying patients and 166 or 33.2 per cent were 
free patients. It shows further that there were 270 
patients or 54 per cent admitted from out of the 
district. Of these, 196 or 39 per cent were full pay- 
ing patients; 9 or 2 per cent were part paying 
patients and 65 or 13 per cent were free patients. 
Patients who live out of the district and who are 
accepted for free care usually present themselves 
with emergent conditions, such as the 6 patients 
in the surgical department, 2 in medical, 1 in 
pediatrics, etc. Of the 270 patients admitted out 
of the district, 214 or 79 per cent were admitted 
for the treatment of orthopedic conditions. 
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Table I 


Study of 500 Unselected New Patients Admitted to 


the Out-Patient Department as to District and Financial Rating 





In DIstTRIcT 


Out oF DISTRICT 





Full 
Pay 


Total No. 
Patients 


Part 


Department Pay 


Full 
Pay 


Total No. 


Department Patients 





Orthopedic 20 
Medical 

Pediatric 
Surgery 
Gynecology 
Urology 
Dermatology 
Oto-Laryngology 
Ophthalmology 
Dentistry 
Syphilology 





























Total 
Per cent of 500 


166 
33.2 
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Table II 
Study of 1550 Old Patients Being Treated in the Out-Patient Department as to District and Financial Rating 





In DISTRICT 


Out oF DISTRICT 





Total No. 
Patients 


Full 
Pay 


Part 


Pay Free 


Department 


Full 
Pay 


Total No. 
Patients 


Part 


Pay Free 


Department 





Neurology 
Pediatric 





Dermatology 
Oto-Laryngology 
Ophthalmology 
Dentistry 
Syphilology ; 
Cardiology 


Total 
Per cent of 1550 
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Table III 


Comparison Between Table I and Table II as to Changes in Percentages 





In DISTRICT 


Out oF DISTRICT 





Total 
Per cent 


Per cent Per cent Per cent 
Full PayPart Pay Free 


Per cent Per cent Per cent 
Full PayPart Pay Free 


Total 
Per cent 





NEW PATIENTS 
OLD PATIENTS 


10.2 
6. 


2.6 
1.4 


33.2 
37.5 


2. 
3.8 


13. 
27.7 


NEW PATIENTS 
OLD PATIENTS 


3.9 


55.1 23.6 








Analysis of 1550 Unselected Old Patients as to 
District and Financial Rating 


An analysis of the study of 1550 old unselected 
out-patients shows (Table II) that 696 patients, or 
44.9 per cent were living in the district and that 
854, or 55.1 per cent were living out of the district. 
It is interesting to note that care was being given 
in departments other than orthopedic to a large 
number of patients living out of the district. Ex- 
perience has shown that many of these patients 
presented complaints of pains in various joints 
or pain in lower back, and were admitted for an 
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orthopedic symptom that required continued care 
in another department. 


Table III shows: (1) the percentage of in- and 
out-of-district patients has remained fairly con- 
stant, and (2) that the percentage of free care is 
higher among old patients. The increase in the 
amount of free care among old patients indicates 
that the individual’s medical needs were the only 
basis for continued care. While a new patient with 
a non-emergent general condition who lives out 
of the district and who is unable to meet fees 
would be referred to his neighborhood hospital, 
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the medical care of an old patient is not inter- 
rupted because he is no longer able to meet fees. 
The same attitude prevails toward the patient who 
has been accepted for free care as a resident of 
the district but who after treatment has been 
undertaken moves out of the district. The aim of 
the study did not include the determination of 
whether these patients had always lived out of the 
district or had moved out of the district and were 
still receiving care. 


Table IV shows the study of the 500 new pa- 
tients and the study of the 1550 old patients re- 
vealed the following as to color, sex, age, religion 
and nativity. 


General Factors Revealed by Table IV 


1 More women attend the out-patient depart- 


ment than men. No decision as to morbidity can be 
inferred because it has not been determined 
whether women are more ill than men, or whether 
women have more time to attend the out-patient 
department, or whether women are more mindful 
of ailments than men. 

2 The highest percentage as to age is in the 
groups 1 to 13 years (27 per cent for new patients 
and 19.8 per cent for old patients) and 40 to 49 
years of age (14.4 per cent for new patients and 
20.9 per cent for old patients). No explanation 
can be offered for the younger group other than 
the surveillance by the school, health, and social 
agencies that are constantly referring patients for 
examinations. The other group is one which might 
be regarded as that which shows increasing mor- 
bidity. 





Table IV 
Study of Color, Sex, Age, Religion and Nativity of 500 New Patients and 1550 Old Patients 





In DISTRICT 


Out oF DISTRICT 





NEW 


Per cent 
of 500 


Number 
Patients 


OLD 


Number 
Patients 


OLD 


Number Per cent 
Patients of 1550 


NEW 


Per cent 
of 500 


Number 
Patients 


Per cent 
of 1550 





COLOR 
147 ; 486 
83 . 210 


230 : 696 


222 E 638 41.9 
48 : 216 13.2 


270 : 854 55.1 





102 F 312 
128 : 384 





121 : 336 21.9 
149 ; 518 33.2 


854 55.1 
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Blue Cross News 
War Conference 


Blue Cross Hospital Service Plans 
St. Louis, Missouri, October 12-14, 1942 


will be coordinated with the special War Con- 

ference of Hospitals of the American Hospital 
Association. Sessions 1 and 8 will be business meet- 
ings for the Active Institutional Members, Type 
IV, of the American Hospital Association. Sessions 
2,3 and 7 are primarily for Blue Cross representa- 
tives, including executives, trustees, and persons 
connected with member hospitals. Session 4, 5, and 
6 are open meetings. 


Ts Conference of Blue Cross Plans in St. Louis 


PROGRAM 


Monday, October 12 
12:30 Pp. Mo. 


JEFFERSON HOTEL 
1 Luncheon 
OPENING SESSIONS—BUSINESS MEETING 


2:00 to 4:30 P. M. 
JEFFERSON HOTEL 
2 GENERAL SUBJECT: Enrolled Acounts 
Chairman: William S. McNary, Denver 
Speakers: 
INTERRELATIONS OF PLANS AND ENROLLED Ac- 


COUNTS 
Frank Van Dyk, New York City 
OFFICE REGULATIONS AS THEY AFFECT EN- 


ROLLED ACCOUNTS 
John A. McNamara, Cleveland 


ADDITIONS TO GROUPS 
Frank A. Deniston, Chicago 


CHANGES AND CONVERSIONS WITHIN GROUPS 
G. Gordon Strong, Toledo 


5:00 p.m. 


3 RECEPTION FOR BLUE Cross REPRESENTATIVES BY 
Group HospIrTat SERVICE oF St. Louis 


Tuesday, October 13 
9:30 to 11:30 a. o. 


4 AMERICAN HosPITAL ASSOCIATION SESSION 
Chairman: E. A. van Steenwyk, Philadelphia 
Secretary: Ray F. McCarthy, St. Louis 
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REPORT OF HOSPITAL SERVICE PLAN COMMIS- 
SION 
C. Rufus Rorem, Chicago 


DEVELOPMENT OF MEDICAL SERVICE PLANS 
John R. Mannix, Detroit 


PANEL DISCUSSION ON HOSPITALS AND PLANS 
Coordinators Abraham Oseroff,  Pitts- 
burgh 


2:00 to 4:30 P. mM. 
5 AMERICAN HOSPITAL ASSOCIATION SESSION 
Pusiic EDUCATION SESSION 
Chairman: Robert H. Bishop, Jr., M.D., Cleve- 


land 
Secretary: R. F. Cahalane, Boston 


THE Jornt ProGRAM oF PusLic EDUCATION 
FOR HOSPITALS AND BLUE Cross PLANS 


NEED FOR A STRONG STATE PROGRAM IN PUBLIC 
EDUCATION 
HOSPITALS AND THE PRESS 


6:00 to 7:45 P. mM. 


JEFFERSON HOTEL 
6 Dinner 
Toastmaster: Ray F. McCarthy 
Speaker: James Hamilton, President-Elect of 
the American Hospital Association 


Wednesday, October 14 
9:30 to 11:30 a. mM. 


JEFFERSON HOTEL 
7 GENERAL SuBJECT: Subscriber Relations 
Chairman: E. B. Crawford, Chapel Hill 
Speakers: 


CANCELLATIONS 
J. D. Colman, Baltimore 


DELINQUENT DrirREcT-PAYMENT SUBSCRIBERS 
J. Philo Nelson, Oakland 
Out-or-TOWN BENEFITS 


SUBSCRIBER EDUCATION 
A. M. Calvin, St. Paul 





12:30 Pp. M. 


JEFFERSON HOTEL 
8 Luncheon 


FinaL SESSION—BUuSINESS MEETING 


The headquarters will be at the Jefferson Hotel. 
Reservations should be made by the Plans for 
their representatives. When writing to the hotel, 
mention the list of nonprofit Plans now on file 
with the sales manager, William H. Schneider. 


Further information about other phases of the 
meeting will be sent you by Mr. Ray F. McCarthy, 
Chairman of Plan Committee on Local Arrange- 
ments. 





Payroll Deduction 


The Department of Labor, Division of Public 
Contracts, over the signature of W. R. McComb, 
Assistant Administrator, wrote a letter July 25, 
1942 to C. Rufus Rorem, Director, Hospital Service 
Plan Commission. Part of the letter is quoted, 


“This department does not regard deductions 
from the salaries of employees as prohibited 
under the Walsh-Healey Public Contracts Act, 
provided such deductions are made at the vol- 
untary written authorization of the employee, 
which may be withdrawn at any time, and 
from which the employer receives no benefit, 
either directly or indirectly, and provided fur- 
ther that no portion of the funds, whether in 
the form of commissions or otherwise, is re- 
turned to the employer or any affiliated per- 
sons.” 
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Small Communities Join Plan 


With Everett, Pennsylvania, serving somewhat 
as the proverbial test tube, the Hospital Service 
Association of Pittsburgh, A. Oseroff, vice-presi- 
dent, has completed the first stages of a commu- 
nity-wide enrollment. The orthodox method of 
joining through place of employment was set aside 
and in its place was substituted enrollment re- 
stricted to residents of the Everett area. 


All those living in Everett as well as the post 
office routes served from Everett were eligible to 


join. The territory covered has a population 


slightly in excess of 2000. Approximately 800 men, 
women and children were protected when the first 
deadline became effective. A one-month extension 
will substantially increase this enrollment, it is 
anticipated. A feature of the campaign was an en- 
ergetic canvass conducted under direction of the 
Ladies’ Auxiliary of the Everett Hospital. 
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The above frames from the Blue Cross film indicate that 
it is now possible to obtain prints without the Simmons 
Company name. All credit is due the Simmons Company 
for their generosity in furnishing the funds to create a 
picture and later agreeing to have their name deleted 
from the film. In 95 per cent of cases this deletion has 
not been necessary, but the new lead is available for use 
in the one case in twenty where the theater operator pre- 
fers it. In the Pittsburgh area, the film has been shown 
with the Simmons credit to over a quarter-million people. 
The following letter from Massachusetts Hospital Ser- 
vice Boston confirms this: “We have not received any 
rejections due to the fact that the Simmons Company 
was mentioned in the title. We feel that unless some 
theater turns us down on the grounds that the Simmons 
Company is mentioned in the title, we will continue to 
book our film as is. The Simmons Company would prob- 
ably be happy to know that Blue Cross Plans are using 
the film “The Common Defense” with the Simmons name 
in the lead wherever possible and will use a substitute 
film only when the theater operator demands it. At the 
present time we are making four or five bookings every 
week.” 





Associated Hospital Service, Inc., Milwaukee, 
Wisconsin, distributed reprints of the Cleveland 
Plain Dealer editorial to all hospitals in its area, 
with this comment: 


“This reprint offers the administrator an excel- 
lent opportunity of conveying to the general pub- 
lic some of the problems which face our hospitals 
in wartime. Excerpts from this editorial can be 
used, with credit of course to the CLEVELAND 
PLAIN DEALER, in statements to your local 
newspapers and in news releases.” 
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Pioneer Plan Proudly Points 


In St. Paul in 1933, with President Roosevelt’s 
statement “All we have to fear is fear” still ring- 
ing in their ears, the newspaper editors and pro- 
gram directors of the radio stations were besieged 
by a young prophet with a different tale. He 
preached “hospitalization,” a long word with end- 
less connotations. He preached the fear of the hos- 
pital bill and charged this fear with deterring care, 
with retarding recovery, and with the lowering 
of public health. The 
newspapers gave a little 
space—it was hard to 
write on the subject, they 
did not have the termi- 
nology of hospitals and 
public health at their 
finger tips. The radio con- 
tributed a spot now and 
then, and occasionally a 
quarter hour—when a 
good hospital chorus 
opened and closed the 
program with song. But 
it was still a “foreign” language that the Minne- 
sota Hospital Service Association spoke. At the 
end of six months of diligent effort, 2000 persons 
carried a Hospital Service card entitling them to 
care in any of St. Paul’s seven hospitals. 


James McNee 
President, MHSA 


And then a miracle happened. A man who had 
“been talked into signing up” went to the hospital 
for an operation. The hospital may have regarded 
Patient No. 1 with curiosity, but he got the usual 
good care that all hospitals try to deliver. Upon his 
discharge, he not only had an operation to talk 
about, but “prepaid hospitalization,” for the hos- 
pital stamped his bill “PAID.” 


He became a Blue Cross missionary. Those he 
met could not escape the story. When they in turn 
enrolled and were later 
hospitalized, they found 
that the hospital contract 
they carried meant service. 
Soon everyone seemed to 
be able to pronounce hos- 
pital-i-zation. 


Turn over 3000 pages on 
your desk pad. Skip nine 
years of toil. 


Today, James McNee, 
president of the Minnesota 
Hospital Service Associa- 
tion speaks: The Plan has 
made its influence felt all 
over Minnesota, but the value of its service cannot 
be appraised. We do know, however, that every 
sixth person in the entire state is a Blue Cross 


Peter D. Ward, M.D. 
MHSA Board Member 
Member Plan 
Commission 
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member. And that the Plan has hospitalized seven 
per cent of the population. Surely this sampling 
has been large enough and sufficiently effective 
to demonstrate beyond doubt that the Plan is the 
best instrumentality to continue to do the job. Al- 
most one-half million persons in Minnesota now 
look to the Blue Cross and its member hospitals 
to care for them in time of illness and accident.” 


The figures pertaining to growth were furnished 
by Arthur M. Calvin, executive director. “The Min- 
nesota Plan which was one of the first five pioneer 
plans in America is the largest of this early group. 
It has enrolled more members than any other state- 
wide plan now in operation. Member hospitals in 
the Twin Cities number 22, in the entire state 

there are 108 member 
hospitals where a plan 
subscriber may be as- 
sured the finest care with- 
out worry as to cost. The 
Plan has paid out almost 
six million dollars for the 
care of subscribers since 
1933. This annual hos- 
pital bill now averages 
over a million and three- 
quarters dollars. Employ- 
ees, board members, hos- 
‘pital administrators, sub- 
scribers and their employers have done such a thor- 
ough selling job on the value of prompt, adequate 
hospital care that our records show Plan patients 
now select superior accommodations. This holds 
true for 70 per cent of our cases.” 


A. M. Calvin 
Executive Director 


President McNee, who is the superintendent of 
St. Luke’s Hospital in Duluth, concluded, “The 
wholehearted cooperation of civic leaders, of the 
hospitals and the medical profession, and the inter- 
est and support of employers and employees have 
made the Blue Cross Plan an important part of 
community life in Minnesota.” 





O. R. Stuart, until recently comptroller for the 
Hospital Service Association of Northeastern 
Pennsylvania, is now with the Army Air Forces, 
located at the Technical School, Keesler Field, 
Mississippi, for preliminary training. 


The association has announced the appointment 
of Charles S. Nuss, formerly with the Wyoming 
National Bank, Wilkes-Barre, as comptroller. 





oe 


F. P. G. Lattner, executive director, Hospital 
Service, Inc., of Iowa, has released figures pertain- 
ing to the growth of the Plan and its financial con- 
dition. It is to be noted that in the year ending 
June 30, 1942, the Plan almost doubled its growth 
—now having over 60,000 subscribers. Copies are 
available upon request to Mr. Lattner. 





Hospitals Give More 


A new folder produced by Hospital Plan, Inc., 
Utica, New York, H. C. Stephenson, managing di- 
rector, succinctly states the case of the non- 
profit hospital: 


There’s no place for profit in the manage- 
ment of a hospital .. . their job is the relief of 
pain, and care of sick. The problem is that of 
GIVING more to the public—not KEEPING 
more for themselves. 


Hospital costs would go soaring if they were 
commercial institutions that had to charge 
enough to pay: 

Dividends to stockholders 

Salaries to elected officers 

Fees to directors 

Commissions to salesmen 

Commission to the men who hire the salesmen 

Taxes 


Hospitals can give more to the public because 
they cost less to operate—thanks to their be- 
ing nonprofit, non-commercial institutions. 





Incidence of Hospitalization, July 1942 


The Trend: No Change in Hospital Admissions 
Rate during the month of July. 


Blue Cross hospital admissions on an annual 
basis remained practically the same for July as 
for June of this year. The weighted average varia- 
tion was one-tenth of one per cent for sixty-six 
Plans. 


The rate for the first seven months of 1942 was 
three per cent less than for 1941, with prospect of 
no net increase for the present calendar year, 
since the late summer and autumn months usually 
bring a let-up in hospitalization. 


There was a wide range in the amount of June- 
July variation for individual Plans, which may re- 
flect special local conditions or office procedures 
with respect to reporting admissions. 





Eleanor Roosevelt, in her widely syndicated col- 
umn “My Day” recently commented on the prob- 
lems hospitals are facing during this period of 
war. 


“T have just had drawn to my attention the 
difficulties which are today confronting hos- 
pitals all over the country, and the magnifi- 
cent way in which these difficulties are being 
met. Many doctors and nurses, who are needed 
in the armed forces, are being drawn from the 
hospitals. 


“Hospitals, therefore, are trying to meet the 
needs of the civilian population with a re- 
duced staff of doctors and, in many cases, a 
nursing force which can only provide expert 
supervision for new nurses in training. 


“This is going to require on the part of the 
civilians: Less use of hospitals for unimpor- 
tant illnesses that can be cared for at home, 
more thoughtfulness in the demands made on 
doctors and nurses when in the hospital, and 
a certain amount of patience and understand- 
ing of the problems created by the war sit- 
uation.” 


LABOR GROUP DISCUSSES HEALTH AND HOSPITALIZATION 


The picture shows part of the group attending a discussion on the health of the worker and his family at the recent 
United Automobile Workers Convention in Chicago. Clayton Fountain of the UAW Health Committee (which endor- 
sed Blue Cross Plans) is shown addressing a group of public health authorities and members of the union. 
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Has your present infusion 
technique all these advantages? 


1 Solutions prepared in a biological labora- 
tory (one of America’s oldest)... subject to 
safety tests on rabbits and to all-embracing 
sterility tests which only a biological labora- 
tory is equipped to carry on. 


Every constituent, even to the flask and 
closure, is chemically tested against rigid 
standards. 


3 A vacuum-sealed flask. Tamper-proof but 
easily opened. 


4 No loose parts to wash, sterilize or assem- 
ble. No gadgets to attach. Just plug in con- 
nector. 


5 Patented small stopper is soft rubber... 
easier for insertion and extraction of any 
connecting tube. 


6 Patented bale assures flask hangs straight. 
Contents delivered accurately read, upside 
down or rightside up. 


7 Air tube always in place...means quick 
starting, steady flow. 





U 
Scfiflashs 


CUTTER LABORATORIES ¢ BERKELEY * CHICAGO + NEW YORK 
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Dietary Defense 


MILLIE E. KALSEM, B.S. 


HEN I REGISTERED for the application for 
W/ 2 allotment under the rationing plan 

for the hospital where I am employed, 
I was impressed by the answer given all civilians 
who commented upon the curtailment in sugar 
allowance. The invariable answer was the state- 
ment, “It is unpatriotic to use more sugar at this 
time.” This is the first time since the last World 
War that our free and unlimited food intake has 
been curtailed in any way whatsoever. 


Fortunately, for our healths’ sake sugar is not 
one of our essential foods. It is a food all of us 
have enjoyed and one in which many of us have 
indulged too freely. This restriction which is now 
a necessity compels all of us to change our food 
habits,’for our allowance of sugar is now. reduced 
to approximately one-half the amount formerly 
consumed. Americans have always had a “knack” 
for solving their problems to their own advantage. 
This change presents an opportunity for all of us 
to assist our country in its total war effort. As a 
rule adults show more resistance to forming good 
food habits than children, but now when the ser- 
vice to our country is needed for our total victory 
program, it is up to all of us to construct out of 
present conditions something of permanent value 
in building a nation of healthy people. 


I am sure you were as startled as I was when 
you learned of the extent of malnutrition in our 
country as published by the Department of Agri- 
culture, Bureau of Home Economics in 1940, and, 
subsequently, by reports from all local draft 
boards in varying degrees when the young man 
power of our country was first mobilized for mil- 
itary training. 


What can we do to correct our dietary food 
habits? What effort has our country made to 
help us reduce these liabilities? 


First, our Government perhaps without fully 
realizing the dietary benefits derived distributed 
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the surplus production of foods to the needy poor 
during our depression 30’s. These foods, I believe, 
were without exception of the class of foods which 
are on the list of essential foods measured by the 
yardstick of adequate dietaries. 


We soon found, however, that many of our peo- 
ple did not like some of these foods, others had 
never seen nor tasted some of the foods issued to 
them. I can still remember my astonishment when 
visiting a patient in our hospital during those 
years. She had been admitted to the hospital with 
a diagnosis of generalized malnutrition, with defi- 
nite symptoms of scurvy. When she was ques- 
tioned about her food habits, they were found to 
be admittedly poor. She admitted having received 
canned tomatoes in her ration allowance but had 
put them “on the shelf” because “she did not like 
them.” The very cause of her illness, and a good 
portion of the corrective treatment! I mention 
this to illustrate the need for education of the 
people of our nation in what constitutes an ade- 
quate dietary, how to prepare it, and the reason 
why it should and: must be eaten. 


Our Government recognized, also, when the 
need for such an extensive educational program 
arose to teach people what to eat and why, that 
we did not have a definite dietary standard in this 
country. Before beginning such a program, defi- 
nite amounts of food requirements had to be 
agreed upon. No doubt you remember the Presi- 
dent’s call for a Nutrition Conference in Washing- 
ton in May 1941. Much work had previously been 
done, however, in Home Economics Departments 
in our outstanding colleges and universities, as 
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well as the United States Department of Agricul- 
ture, Bureau of Home Economics. Other scientists 
as well as nutrition research workers had worked 
for many years on nutrition problems and the 
composition of foodstuffs available in our country. 
Definite specific information was lacking, how- 
ever, with regard to vitamins until very recently. 
The greatest advances have been made during the 
past few years when research workers were able 
to isolate the vitamins and identify them as chem- 
ical substances with definite elements and char- 
acteristics. Furthermore, they have carried on 
nutrition feeding experiments to determine 
amounts essential to maintain good health. With 
such clarifying information it was possible for 
The National Research Council in June 1941 to 
formulate the first yardstick of recommended 
dietary allowances in order to maintain good nu- 
trition. Dr. Russel Wilder, Mayo Clinic of Roches- 
ter, Minnesota, is chairman of the N.R.C. and Dr. 
Lydia J. Roberts, Chairman of the Department of 
Home Economics, University of Chicago, is sub- 
chairman of the Commission of Foods and Nutri- 
tion. 


Quoting from the report—“The committee’s aim 
was to develop a table of allowances which would 
represent the best available evidence on the 
amounts of the various nutritive essentials desir- 
able to include in practical diets.” The term, 
“Recommended Allowances” rather than “Stand- 
ards” was adopted by the committee to avoid any 
implication of finality. The committee realizes that 
the values proposed will need to be revised from 
time to time as more knowledge of nutritive re- 
quirements becomes available. 


“Tt should be remembered that the amounts 
of the various nutrients provided for in these 
recommended allowances, with the exception 
of Vitamin D, can be obtained through a good 
diet of natural foods, including foods like “en- 
riched” flour and bread which have been im- 
proved according to recommendations of the 
committee. It is the expectation of the com- 
mittee that nutrition workers in various parts 
of the country will translate these allowances 
into appropriate quantities of foodstuffs avail- 
able in their localities. Such allowances, ex- 
pressed in terms of everyday foods, can then 
be widely used in practical nutrition work.” 


With the approval of the recommended allow- 
ances by this committee, the educational program 
was undertaken through our gigantic defense 
effort, under the office of Health Defense and Wel- 
fare Services—Paul V. McNutt, Director. Dr. 
Helen Mitchell, formerly of Massachusetts State 
College, Home Economics Department, is an 
assistant to Mr. McNutt. For our armed forces 
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Mary Barber, formerly of Kellogg Company, is 
Special Food Consultant to the Secretary of War. 
(An interesting interview with Miss Barber is 
written up in the May issue of Coronet Magazine.) 
The nutrition phase has been stressed continu- 
ously in our defense program so that at the pres- 
ent time we find a Nutrition Section in all local 
defense headquarters. The American Red Cross 
has given refresher courses for qualified home 
economics graduates to produce a large number of 
teachers for civilian defense groups. Many hos- 
pital dietitians are volunteering their services to 
the Red Cross and defense agencies to help spread 
the information on better health through better 
nutrition. Information is given over the radio, 
and some through educational movies, I believe. 
Much value is given to the poster, showing foods 
which are needed to provide an adequate dietary. 
Colored posters furnish additional eye appeal in 
attracting attention. The hanging of authorized 
posters in conspicuous places is particularly good. 
Constant repetition leaves an impression upon 
the minds of the public. This fact has been proven 
repeatedly by advertisers of well known products. 


Stressing Importance of the Position of 
Smaller Hospitals 


The unique position which the smaller hospitals 
hold in their communities to offer valuable assist- 
ance to its residents in our present program should 
be stressed. The dietitian in your hospital is your 
employee who has the scientific training to pro- 
vide your patients with an adequate dietary. The 
hospital administrator should also understand the 
need for increased budgetary allowances this year 
to provide an adequate dietary in the face of rising 
food costs. Your dietitian can render a valuable 
service to patients when making hospital rounds 
particularly at meal time by encouraging patients 
to develop and improve their food habits. She can 
do likewise for your employees. The added stimu- 
lus of our war effort today makes everyone more 
receptive towards teaching of adequate nutrition 
at the present time than any other time in our 
history. You can do much to assist the dietitian 
in your hospital to do a better job for you and the 
community which you serve by giving her ample 
opportunity and authority to carry out her respon- 
sibility in your hospital. 
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MANSEOURS OF WORKING Tihs 


An Important Problem in the Hospital, Too 


In this ‘‘war of production,” man-hours of working time become the very 


essence of victory. 
In the nation’s hospitals, too—already shorthanded because of the war— 
every step must be taken to protect the working efficiency of the personnel. 
Since the common cold is the greatest single cause of disability, a program 
of protection against colds offers the greatest opportunity to reduce illness 


among hospital employes and prevent loss of working time. 


OR AV AX 


Brand of Oral Catarrhal Vaccine 


For Protection Against Colds 


Effectiveness of oral vaccination with Oravax in reducing number, severity 
and duration of colds has been demonstrated in carefully controlled studies, 


as reported in current medical literature. Oravax is inexpensive, painless, 


0 and free from severe reactions. 
(o} BD) 


Write for complete literature, clinical reports and a 


cost estimate covering vaccination of your personnel 


THE WM. SS. MERRELL COMPANY 


Founded 1828 ¢e CINCINNATI, U.S. A. 


Trade Mark “‘Oravax” Reg. U. S. Pat. Off. 
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Uniform Annual Reports 


E. D. WITHAM 


method of accounting are very timely subjects 

for discussion. Many of us will have to deal 
with the problem of setting up some sort of an 
accepted uniform system in our institutions in the 
next few years. 


Te UNIFORM REPORT FORM and the uniform 


The American Hospital Association has advo- 
cated the use of such a system for a number of 
years, and about six or seven years ago it came 
out with an accounting manual and a detailed sys- 
tem which was the result of the combined efforts 
of many men whose activities were outstanding 
in the field of hospital accounting. From time to 
time this system has been revised, in order to keep 
pace with changing conditions, and has been im- 
proved in a number of instances so that now we 
have what is considered to be a completely ade- 
quate set-up for use in all hospitals regardless of 
their size. 

Many of us in the State of Ohio have been using 


this system since its conception and I am quite 
sure that it has proven to be a workable system 


which is generally recognized and accepted as a 
standard. 


Other states have similar systems. I believe the 
State of New York is using what is called the 
United Hospital Fund System, and has found it to 
be quite satisfactory. 


Since I have had no experience with any system 
but that which is now widely in use throughout 
Ohio, I feel that I should confine my remarks en- 
tirely to it. I find that many of our institutions in 
Ohio are following this uniform system exactly, 
and still many others are following it in a general 
way. It is quite evident that by a gradual change 
over, the day will come when all hospitals will be 
using it and as a result the statistical data turned 
out for research purposes will really be on such 
a basis that comparisons can be easily made. 


Statistical Division of the Report 


The uniform report form which is used by the 
Department of Health and the Industrial Commis- 
sion in our state is set up in comformity with the 
accounting manual issued by the American Hos- 
pital Association. 


In the general statistical division of the report 
form we have requests for several items of infor- 
mation covering general and professional depart- 


Presented at the Second Annual Institute on Accounting, Bloom- 
ington, Indiana, 1942 
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mental data. Almost all of the items in this part 
of the report are already standardized to a certain 
extent in the majority of our institutions, and do 
not vary greatly on the reports. They include the 
classification by types of rooms, the classification 
of discharges, as between regular, newborn, and 
deaths either over or less than 48 hours after ad- 
mission, according to class of accommodations 
furnished, etc. 


We may skip over these lightly, not because 
they are any less important than certain other 
items, but because it seems there is a minimum 
of difference of opinion as to how they should be 
handled, and as I said before, the majority of insti- 
tutions are preparing reports on these items in a 
standardized manner. 


Professional Departmental Data 


The professional departmental data requested 
cover the breakdown of services rendered by 
x-ray, deep therapy, laboratory, and physiother- 
apy departments. Tabulation of this information 
is required according to in-patient, ambulatory 
and dispensary patient classifications. 


On the setting up of detail at this point we find 
a surprising difference of opinion among hospitals 
as to whether these services should be broken 
down in this manner or not, depending largely on 
whether or not the hospital is operating an out- 
patient department. I have heard it argued that 
this breakdown should not be given consideration 
because the institution must bear the expense of 
all these services rendered regardless of whether 
or not the patient is an in-patient or an out- 
patient. These services should be classified and 
broken down according to our accepted system in 
order to arrive at a pure per diem operating cost 
for in-patients as well as for out-patients. We 
will go into this further a little later. 


Medical Records Division 


The next division of this report requires the 
furnishing of information regarding the medical 
records and the manner in which they are kept. 
The question is asked “What form of records are 
kept in maternity cases and are all patients’ rec- 
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THREE POTENT WEAPONS 


The introduction and clinical evalua- 
tion of these compounds constitute 
one of the greatest advances of all 
time in the chemical treatment of 
disease. In these chemotherapeutic 
agents the physician now commands 
potent weapons to combat a wide 


variety of conditions. 
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ords centrally filed?” Further questions are asked 
regarding the routine examinations made at ad- 
mission and by whom they are made. Superfluous 
questions you may say, but if you stop to think a 
moment, you will realize that the person using 
these reports may simply refer to this item in the 
report form in advance, to determine whether or 
not he will get the desired results when writing 
for some special information that is required. 


Out-Patient and Dispensary Operation 


The next item refers to out-patient and dispen- 
sary operations, and the number of first aid treat- 
ments rendered. This is obviously important be- 
cause here again we are dealing with services 
given which should not be included in the in- 
patient operating cost. 


The next request is for personnel information, 
and a listing of the number rendered by depart- 
ments is necessary. This is only a strict tabulation 
of employees and requires no discussion. The 
auditor is able to determine whether or not anes- 
thetists, resident physicians, roentgenologists etc. 
are carried on the payroll. These items are impor- 
tant when presenting fee bills for services on 
Industrial Commission Cases. Obviously, if a 
house anesthetist is carried on the payroll and is 
included as part of the operating expense of the 
hospital for this service a fee bill should not be 
presented to a remitting agency unless the salary 
of the individual is deleted from the operating 
expense report, in as much as the contract price 
is based on a per diem cost. 


The Breakdown of Cash Income 


The next item requests a break down of the 
cash income and is divided into three classifica- 
tions, namely, in-patient, out-patient, and non-op- 
erating income. In-patient income is divided be- 
tween income excepting governmental, and gov- 
ernmental. The governmental income is broken 
down into federal, state, county, township, and 
municipal. The out-patient income is broken down 
between free dispensary and pay dispensary. The 
non-operating income is divided into endowment 
earnings, voluntary subsidies, money donations, 
donated commodities, donated services, and mis- 
cellanous. This break down really itemizes the 
hospital income from all sources and when viewed 
from the standpoint of the exchange of figures 
between hospitals a very clear picture can be 
obtained. 


Departmental Expenses 


We now come to that part of the report which 
deals with the departmental expenses, and while 
it is probable that the break down of expenses as 
given is too elaborate for the smaller institution, 
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here is the place where the uniform system really 
proves its worth, by its flexibility. For example, in 
the smaller institutions the break down of cost of 
raw food might not be necessary, while in the 
larger institution the break down of dietary ex- 
penses showing the cost of baked goods, dairy 
products, canned goods, eggs, meat, fish, fresh 
fruits, might be very desirable and necessary. 
Going back to the break down of departmental 
expenses we find the administrative, dietary, 
house and property, which is broken down into the 
department of laundry, textiles, housekeeping, 
plant operation maintenance repairs, motor serv- 
ices and replacement of equipment and fixtures; 
professional services which is divided between 
medical and surgical, nursing service and educa- 
tion, medical records and library, social service, 
x-ray and radium, laboratory, anesthetic, phar- 
macy, and therapy. Each of these items has an ac- 
count number which is set up in such a way that 
one has but to familiarize himself with the num- 
erals to immediately recognize what each account 
represents. The classification of accounts are 
divided into eight main groups and are noted by 
the first digit of the account number. The first 
digits and the accounts they represent are: 


1 Operating Expense 

2 Non-Operating Expense 

3 Gross Earnings 

4 Deductions from Gross Earnings 
5 Non-Operating Income 

6 Assets 

7 Liabilities and Reserves 

8 Capital 


The second digits of the operating expense ac- 
count numbers indicate the sub groups which are: 


1 Administration 

2 Dietary and Aides 

3 House and Property 

4 Professional Services etc. 


The third digit of the operating expense account 
numbers indicate the departments under the sub 
group, and the fourth digits are numbered accord- 
ing to the following: 


1 Salary 
2 Supplies 
3 Miscellanous etc. 


If further division is necessary the letters A, B, 
C, etc. can be added to give the proper designation. 


Let us pause at this point to summarize a little. 
Classification of operating expenses is based on 
the administrative organization of the institution. 
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when you need it most— 


BLACKOUTS 
POWER FAILURES 


62° 


COMPLETE WITH 
STORAGE 
BATTERY 


GLO-PEDAL 
shows where 
it is in the 


“i Woco 


EMERGENCY LIGHT 


Just look for the GLO-PEDAL luminous button! A touch 
of the foot—up flies the lid of this compact unit, automatically 
putting the light in operation. No switches to fumble with—no 
connections to make. Lift out the lamp head (it’s already pour- 
ing out that welcome light), and place it in position on the stand- 
ard. Or, if even split seconds are precious, a nurse can hold 
it for the operator. It's not heavy. Mounted on its standard, 
the Woco light is adjustable in any direction, up, down, hori- 
zontal, oblique. 


All parts, except the standard, are kept in the compact, portable 
case. Easy-rolling, swivel casters relieve you of lifting. 


POINTS 
TO —e 
REMEMBER 


Facts about the ‘‘WOCO”’ Light! The man-size automobile 
type storage battery is kept constantly ready for use by a com- 
pact, reliable trickle charger. Just keep the light connected to 
a 110-volt, A. C. source and forget your worries about power 
failures. 


The light beam is diffused to eliminate filament patterns or harsh 
shadows. Its brilliance is ample for all purposes and can be 
used continuously for 16 to 18 hours when the battery is fully 
charged. The ‘Woco” is the simplest, lowest-priced, efficient 
unit that has ever been offered to you! Protect your hospital! 
Order one or more today! 


1. Always ready and ‘‘finds itself’’ in the dark. 
2. Requires a minimum of attention. 
3. Low in price, but a Sparton for ruggedness. 


NO PRIORITY REQUIRED—IMMEDIATE DELIVERY 


WOCHER 
BUILDING 


September 1942 


Max WocHER & SON Co, 


CINCINNATI, 
OHIO, U. S. A. 
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This is done on the theory that the reason for 
classification of operating expense is to permit the 
control of such expenses. We know that this can 
best be done when the division of expense ac- 
counts correspond to the division of responsibility 
among the heads of the departments of the hos- 
pital. You will find each set of operating expense 
accounts is divided into salary, supplies, and mis- 
cellaneous expense. Many other accounts are fur- 
ther divided to permit more thorough analysis of 
the expenditure wherever required. 


I would like to bring to your attention at this 
time the fact that many of us are carrying in our 
departmental expenses, cost of services rendered 
certain divisions and departments of the institu- 
tion which are self supporting, at the same time 
showing in our miscellaneous income, amounts 
received from these outside departments in pay- 
ment for services, instead of crediting the amount 
against the cost of operating the department ren- 
dering such service. When this is done we are 
loading our operating expenses with amounts that 
should not be included. For instance, in our own 
institution we furnish such items as heat, light, 
and meals, to our research institute which has its 
own operating fund and reimburses us for the 
services. Needless to say, the credit appears 
against the expenses of the department rendering 
the services. 


Established Hospital Rates 


Referring back to the item of gross earnings 
generally, we find the concensus of opinion is that 
the hospital administrator should know the value, 
at established hospital rates, of all services ren- 
dered regardless of whether or not the hospital 
expects to collect for such service on a hundred 
per cent basis. For instance an Industrial Commis- 
sion patient for whom the Industrial Commission 
will pay $5.75 per day plus x-rays should not be 
set up at the rate the Commission is going to pay 
but rather at the regular established rates. Then 
when the patient is discharged, or when the bill is 
paid, any gain or loss would be posted to the 
account for Contract Service Adjustments. This 
procedure is advisable and proper in all instances 
where other than regular rates apply, and we then 
have established a uniform manner by which we 
arrive at the amount of loss or gain on our con- 
tract, and we have a yardstick by which to deter- 
mine whether or not the contract in effect is 
properly set up. 


The Financial Page of the Report 


The financial page of this report form deals with 
the recapitulation of these expense items and the 
break-down of in-patient, out-patient, and ambu- 
latory expenses as well as the recording of the 
non-operating expenses. Non-operating expenses 
incidentally, are not included in figuring the per 
diem operating cost. 


To those of you who are not following a uni- 
form system of accounting in your institution, I 
will say that it would be decidedly to your advan- 
tage to give serious consideration to changing over 
sometime in the near future. Let me point out 
that each day we are getting nearer the place 
where we must accept a standard form of account- 
ing in hospitals for the protection of our own in- 
terests. Only a few months ago legislation was 
proposed and was being drafted in Washington, 
advocating that the Federal Government should 
include the hospitalization of persons covered by 
Social Security. We all know that this act was 
tabled for the duration, but, think what will nat- 
urally follow when the war is over. 


The first thing the Government will want to 
know, if this legislation should pass, is how much 
is it costing you per diem to care for your patients. 
We must have a uniform method of accounting 
for the days of hospital care and services rendered 
and cost and income etc., in order to answer this 
question alike and intelligently in all states. The 
system which we have just gone over is not one 
which is untried, but is one that is in wider use 
today than any other system. There is hardly a 
doubt but that it will become the accepted system 
and when this does happen, we will find that if 
we are prepared, with our books and figures in 
order we will be in a much happier position than 
if we continue to slide along as has been the case 
in the past, with each of us doing things in a dif- 
ferent manner. 


Modernization and streamlining, if you please, 
are as important in our accounting and bookkeep- 
ing offices as they are in the surgery, laboratory, 
and other departments of the hospital. We repre- 
sent those who work with figures and on the 
accounting systems in the hospital and we are the 
ones to go back home with the idea of promoting 
uniformity in hospital accounting and by taking 
this matter before those who are managing our 
institutions, we are rendering a real constructive 
service to our employer. 





Mirs. Cruitt B. Sellers 


Mrs. Truitt B. Sellers, a life member of the 
American Hospital Association, died recently. She 
was made a life member of the Association in 
1924 in appreciation of her services to the Chil- 
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dren’s Hospital, Columbus, Ohio, of which she was 
president of the Women’s. Board for twenty-six 
years. 
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HOFFMAN GIVES YOU THE ANSWERS 
TO YOUR LAUNDRY EQUIPMENT PROBLEM 








MA C #H |, ae ae ae 
“ct Pe O ATION 
x * 111 Fourth Ave. New York, N. Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 


September 1942 








HospitaL Law Notes. W. E. C. Baynes, M.A., 
LL.M. Joint Council of the Order of St. John and 
the British Red Cross Society. 1937. 

As legal adviser to the British Hospitals Asso- 
ciation for several years, the author has had to 
deal with every legal problem on which the As- 
sociation has been called to answer. 

Based on English law, the study is of interest 
but of no direct value to American Hospitals ex- 
cept to the extent that the laws of both stem from 
a common source and the theories underlying their 
application are similar. 


STANDARD NOMENCLATURE OF DISEASE AND STANDARD 
NOMENCLATURE OF OPERATIONS. Edwin P. Jordan, 
M.D., Editor. American Medical Association. 
1942. $4.00. 

The basic plan for this nomenclature was adopt- 
ed by the second National Conference on the 
Nomenclature of Disease in 1930, and the first edi- 
tion appeared in 1933, followed in 1935 by a second 
edition. The problem of further revisions was 
taken over by the American Medical Association 
in 1937. Since that time the work has been carried 
.on by the editor and a representative editorial 
advisory board whose recommendations were 
presented to the Fourth National Conference of 
some sixty representatives of interested organiza- 
tions and institutions in 1940. 

The previous edition classified diseases on a 
topographic and etiologic basis and the entire 
nomenclature was so coded that the first three 
digits describe the topographic site and, following 
a hyphen, the second three digits identify the 
etiology. This coding system much simplifies filing 
and finding, and prepared the entire system for 
punch card analysis. 

The present revision represents little material 
change from the former edition but it has been 
refined by some thirty-five hundred additions, 
deletions, and corrections in individual diagnostic 
entries, many of these the result of experience in 
the use of the old edition over a period of years 
and in the coding of many thousands of diagnoses. 
The only material change is that Diseases of the 
Endocrine Glands and Hormones, originally classi- 
fied under Body as a Whole, have been reclassified 
under the appropriate organs. 

A valuable addition is the inclusion of a Stand- 
ard Nomenclature of Operations, the code num- 
bers occurring after the hyphen and in effect 
substituting for the etiologic numbers in the Dis- 
ease Code. 

The Standard Nomenclature is already in use 
in the majority of the teaching hospitals of the 
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The Hospital Book Shelf 






country and will no doubt soon supersede all the 
other codes now in use. It represents not only a 
logical clinical arrangement, simple filing, and 
convenience for analysis but is based on such 
fundamental principles that its adjustment to the 
results of new clinical facts will require a min- 
imum of change in detail and no change in basic 
classifications. 





War MepicinE, A Symposium. Edited by Winfield 
Scott Pugh, M.D., Commander (MC) USN, Re- 
tired, Edward Podolsky, M.D., and Dagobert D. 
Runes, Ph.D. The Philosophical Library, Inc., 
New York. 1942. $7.50. 

This symposium includes thirty-four original 
articles on War Surgery, ten on Aviation and 
Naval Medicine and fourteen on General Medicine, 
all by outstanding authorities on the topics dis- 
cussed. 

Such an authoritative consideration of the vari- 
ous topics treated should prove of inestimable 
value to all members of the profession connected 
with or interested in the medical aspects of the 
present emergency. 


MICROBIOLOGY AND PATHOLOGY FOR NursEs. Mary 
Elizabeth Morse, A.B., M.D., Martin Frobisher, 
Jr., S.B., Sc.D., F.A.P.H.A., F.A.A.A.S., and Cole- 
man B. Rabin, B.S., M.D., W. B. Saunders Com- 
pany. 1942. $3.25. 

This book has been prepared for use in schools 
of nursing desiring a combined text in microbiol- 
ogy and pathology. It is a combination of the sixth 
edition of the former “Microbiology for Nurses” 
by Morse and Frobisher, and of the second edition 
of the former “Pathology for Nurses” by Rabin. 
There have been added a new section on Degener- 
ative Disease and, under the head of Inflammation, 
a new discussion on Variation in Sensitivity. 

This combination of two authoritative and rec- 
ognized standard texts will be a welcome addition 
to the nursing teacher’s armamentarium. 


PROFESSIONAL RELATIONSHIPS OF THE Nurse. Helen 
F. Hansen, R.N. W. B. Saunders Co. 1942. $2.75. 
While primarily designed as a text, the refer- 

ences at the end of each chapter are designed for 

collateral reading rather than as documentation 
of the text. 

The text matter includes orientation of the 
nurse to her social, legal, economic status as well 
as her professional relationships. 

The arrangement lends itself well to use as a 
text book and equally well for the use of the 
individual reader. 

(Continued on page 116) 
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. THE & TEMPERATURE 

“i REFRIGERATOR FOR 

° * Blast Freezing (Quick Freezing by Air) 

d * Storage of Frozen Plasma 

e * Storage of Liquid Plasma and Whole Blood 

y This triple-purpose plasma and blood 

r; bank is designed to meet the needs of the 

a time, of the nation, of your hospital. 

\- It quick-freezes plasma . . . stores frozen 
plasma . . . stores liquid plasma and whole 

S blood. It’s big. It’s automatically controlled. 

- It’s cquipped to cope with any power failure 

h or other emergency. 

¥ Plasma is frozen in three hours by means 

n of blast air at sub-zero temperatures, stored 

Le at O° F. Liquid and frozen storage capaci- 

S tics are optional according to your require- 

% ments—that model having the largest frozen 
storage capacity accommodating approxi- 

- mately 350 bottles of the 300 cc size. 

n With automatic power failure alarm, hold- 
over refrigeration facilities, automatic ther- 
mal alarm, the Tomac Plasma Bank is 

‘ equipped for every conceivable emergency. 

- No. 355 —Tomac Plasma Bank, 5% cubic feet 

r frozen storage capacity. . . » $650.00 
No. 356—Tomac Plasma Bank, 15 cubic feet 

1 frozen storage capacity. . . »- $650.00 
No. 357—Emergency Gasoline Engine $100.00 

e For complete details, write 
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«JUST 44 SECONDS! 


TO TEST FOR 
URINE-SUGAR WITH 


CLINITEST & 


The New Tablet Method 


INVOLVES 3 SIMPLE STEPS — 








5 drops urine ! Allow for reaction 
plus Drop in tablet and compare with 


10 drops water color scale 


Dependable Results 


Clinitest Tablet Method is based on same chemical 
principles involved in Benedict’s test—except—no 
external heating required, and active ingredients 


| for test contained in a single tablet. Indicates sugar 
| at 0%, 14%, 14%, 34%, 1% and 2% plus. 


Special Laboratory Unit 


Clinitest is adapted to 
mass laboratory testing. 


Combines maximum efh- 








ciency with speed of op- 
eration. 


Write for full descrip- 
tive literature on 
Clinitest Urine-Su- 
gar Analysis Set 
and economical 


Laboratory Unit. 


EFFERVESCENT PRODUCTS, INC. 
ELKHART, INDIANA 











Of Special Interest to Administrators 


The Meat Situation 


Institutions are beginning to feel the pinch of 
the meat shortage and it is little comfort to be 
told that it probably will be worse before it is 
better. 


There have been complaints that a part at least 
of some local shortages has been due to diversion 
of meat from some of the lower price level mar- 
kets to the higher. Undoubtedly, this has taken 
place to some extent as it is natural to expect the 
producer to sell in the best market he can find 
and for the packer, particularly the small rela- 
tively local packer, to do likewise. There is, how- 
ever, little if any evidence pointing to “black 
market” practices. 


The entire situation is broader and more funda- 
mental. Both the armed forces and the lend-lease 
demands of our allies take precedence over domes- 
tic civilian demand and due to difficulties in 
transportation are not only supplying immediate 
demands but building up such reserve surpluses 
as possible against future contingencies. 


It so happens that this demand is coming at the 
time of year when the production is lowest. This 
is the season of cheapest feeding and the growers 
do not ship cattle and hogs until the season of 
green feed is past, and the season of grain feed 
begins, usually about September 15. Likewise, 
premium finish of cattle depends upon grain and 
growers prefer to hold their stock for the higher 
prices they can secure when the grain season 
begins. 

While there is a large stock of grains already 
on hand, the crop loan program of the Govern- 


ment, plus the results of the crop limitation pro- 


gram have prevented anything like a “distress” 
market. Likewise, the proposal to use grain for the 
making of alcohol will have some effect in stabiliz- 
ing the price of grain. 


Already growers have had difficulty in finding 
labor to harvest summer crops, particularly fruits 
and vegetables, and this has already been reflected 
in a raise in the price ceilings on canned goods. 
It may be expected that this same shortage of 
labor will affect the harvesting of grains as well. 
In such cases, one of two conditions may arise— 
either the grain will command a higher price or 
the stock will be shipped in a less well finished 
condition. Since the demands of both the armed 
services and the lend-lease program are for the 
better grades it is quite likely that, irrespective 
of price, institutions will have to content them- 
selves with lower grades of meat than they have 
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been accustomed to use. Such lower grades may 
be quite as nutritious but will require more care 
and skill in preparation if the levels of the dietary 
standards are to be maintained. 


Already there is talk of meat rationing and it is 
perfectly logical to expect it to become a fact. 


Incendiary Bombs 


The Army Chemical Warfare Service and the 
Office of Civilian Defense have just announced 
that the jet method of extinguishing incendiary 
bombs is more effective than the formerly recom- 
mended spray method. 


The major constituent of the small incendiary 
bomb is magnesium which burns at a temperature 
of about 2500 F. and the combustion is accelerated 
instead of decreased by contact with water. 


The original recommendation to use a fine spray 
rather than a jet was founded on the fact that 
a surplus of water may increase the rate of com- 
bustion to a near explosive violence resulting in 
spattering around of small burning particles. 


After exhaustive tests, it is now found that the 
use of a jet will extinguish a four-pound bomb in 
about one fourth the time required for a spray— 
less than twenty seconds as compared to seventy- 
five seconds—and requires but about one-half as 
much water. In view of the fact that the bombs 
to be extinguished are most often on roofs and 
similar areas to which the water must ordinarily 
be carried by the pailsful the use of less water 
becomes a matter of importance. 


Since it is the fire that the bomb may cause 
rather than the bomb itself that is to be provided 
against the much shortened time so decreases the 
time in which the surrounding materials are ex- 
posed to the heat as to lessen the danger of igni- 
tion. Likewise, the use of less water saves more of 
the limited supply for such fires as may be caused. 
The spatter hazard is not great as the spattered 
particles are small in size and their extinguish- 
ment does not offer any serious difficulty. 


Fat Saving 


The need for saving fat is a direct result of the 
cutting off of foreign sources of vegetable oils and 
the enormously increased demand for glycerine 
for the manufacture of explosives. Under normal 
peacetime. conditions glycerine is a by-product of 
soap, but the demand for glycerine is now so great 
that soap has become in effect a by-product of the 
manufacture of glycerine. 
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Emergency Buying Problems 


become routine matters when an institution joins the Hospital 


Bureau of Standards and Supplies, Incorporated. 


Its Research, Buying, Field Services, and Governmental con- 


tacts do much to lessen present day burdens in buying. 


For 


particulars 


ui HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue . . . New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 











YOU CANT SERVE (Beller 


There’s none so good as Edel- 
weiss preserves, marmalades 
and jellies. If they could be 
better they would still be Edel- 
weiss. So complete is the as- 
sortment that you may be cer- 
tain your favorite is included. 
The demand for them has 
made it necessary to double 
and triple the facilities of our 
Sunshine Kitchens. Yet we still 
adhere to our first principle of 
cooking in small batches to 
retain the exquisite color and 
aGek.ity. #00Ds flavor that has made Edelweiss 
<68> the acknowledged leader. 


. . KLYN 
GOOD FOOD FOR CHICAGO DALLAS BROOKL 


PLEASED GUESTS 


© 1942 JOHN SEXTON & CO 
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The reaction between the alkali and the fats 
used in soap making produces soap and glycerine. 
In the making of sodium soaps the glycerine is 
separated from the soap and recovered by a “salt- 
ing out” process. In the making of potassium (soft, 
paste, or liquid) soap, the salting out process is 
not effective and the glycerine remains in the 
soap. This inability to recover the glycerine is the 
reason for the limitations that have already been 
placed on the manufacture of the soft soaps. 


The low titer fats (lathering at low tempera- 
ture) are largely from olive oil produced in the 
Mediterranean area and from cocoanut oil pro- 
duced in the Western Pacific Islands. Both these 
sources now being cut off, the domestic soap mak- 
ing low titer oils are insufficient to supply the 
demand. Surveys of South America made four or 
five years ago revealed some three hundred vari- 
eties of nut bearing trees the oils of which would 
be satisfactory for soap making. But these trees 
are all wild varieties and the collection of the nuts 
like that of wild rubber is too difficult and expen- 
sive to make it commercially possible. Vegetable 
oils tend to be of low titer while animal oils tend 
to be of high titer. Mineral oils are in general not 
saponifiable. 


The oils normally available for soap making in 
the United States are from the rendering of fats 
in the packing houses and from cotton seed oil. 
Small amounts of other vegetable oils such as pea- 
nut oil and corn oil can be produced but are too 
valuable for other purposes to be commercially 
feasible and in any case the amounts available 
would be insignificant in the present need. 


The program of the Government to save fats is 
primarily an effort to conserve resources now 
wasted. Few realize how much fat is wasted in 
every kitchen, domestic or institutional. It is 
customary to save such fats as can be used for 
cooking purposes but to consign to the sewer large 
amounts which for one reason or another are not 
considered suitable for re-use. Many housewives 
who have taken up the program have been sur- 
prised at the amount of fat it is possible to save 
but which has formerly been wasted. 


In the institution the saving possible is propor- 
tionately great. Two simple methods are sug- 
gested. The first is to provide a receptacle for all 
meat scrap and fat that can be readily saved in 
this manner. When a sufficient amount has accu- 
mulated, the scrap is rendered and the fat placed 
in convenient receptacles or even run into slabs 
to be sold. 


Another source from which much fat can be 
salvaged is the pot sink. Almost all of the pots 
and pans finding their way to the pot sink carry 
appreciable amounts of fat that can be salvaged 
by the placing of a grease trap in the drain. As a 
matter of fact, many hospitals have saved fats 
in this manner and made their own soap. With 
the present price obtainable for fats it is question- 
able if this is the most economical procedure and 
in any case the home soap maker does not recover 
the glycerine. It is, therefore, economic wisdom as 
well as patriotic duty to turn these fats to the 
soap makers who will not only pay for the fats 
but will recover a maximum amount of the much 
needed glycerine as well. 





The Hospital 


AccounTING METHop. C. Rufus Rorem, C.P.A., and 
Harry D. Kerrigan. McGraw Hill Book Com- 
pany. 3rd Edition. 1942. Price $4.00. 


This third edition has been thoroughly revised 
to reflect present trends in accounting theory and 
practice. The comprehensive presentation of ac- 
counting as a scientific method shows the why as 
well as the how of the various procedures. Its 
recognition of the use of common sense in account- 
ing procedures lays a firm foundation for the use 
of’ accounting both as a technic of business con- 
trol and as a technique of economic analysis. 





THE NATIONAL ForMuLARY. American Pharma- 
ceutical Association. Seventh Edition. 1942. $6.00. 





A TextTsBook or Materta MEDICA PHARMACOLOGY 
AND THERAPEUTICS. Harold N. Wright, MS., 
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Book Shelf 


Ph.D., and Mildred Montag, R.N., M.A. W. B. 
Saunders Company. 2nd Edition. 1942. $3.00. 


This text is well arranged for the student and 
each chapter is followed by test questions and a 
short but comprehensive bibliography. 


Text matter is well written and illustrations add 
much to its clarity. The graphic presentation of 
the arithmetic of solutions and the original colored 
drawings of the anatomy of the heart, colored 
diagrams of the distribution and functions of the 
parasympathetic nervous system, of the nervous 
mechanism of respiration and of the action of 
drugs on the nervous system do much to aid the 
student in understanding these rather involved 
subjects. 


7? 





TUBERCULOSIS SANATORIUM Drrectory. National 
Tuberculosis Association, 1790 Broadway, New 
York City. 1942. Price $1.50. 
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How LINDE CAN HELP YOU HOLD DOWN 


oxygen therapy costs 
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OR many years, the Linde organization has 
specialized in the manufacture and handling 








of oxygen which meets the purity requirements 








of the United States Pharmacopoeia. Likewise it 
has co-operated with leading hospitals, physi- 
cians, and manufacturers of equipment in study- 
ing the mechanical problems of oxygen therapy. 

As a result of this practical experience, Linde 
is able to extend to hospitals technical advice and 
assistance which helps them use Linde Oxygen, 
U.S.P. most effectively. For detailed information 


on how Linde might help your hospital, write us. 


Ask for a copy of 
Linde’s “Handbook,” 
or a showing of the 
Linde motion picture 
on the accepted prac- 
tices in handling com- 
monly used types of 
oxygen therapy appara- 
tus and equipment. 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporation 
Offices in New York [4 and Principal Cities 


LINDE OXYGEN U.S. P. 


The word **Linde’’ is a trade-mark of The Linde Air Products Company 
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Score on 
Infections ? 














Strictly American 


This is the home of DEKNATEL 
NAME-ON BEADS, the original 
baby bead identification for the new 
born. These American-made beads 
cost no more, are given very careful 
workmanship and offer several ex- 
clusive identification features. Hav- 
ing more users than other methods 
and with more hospitals adopting it 
with each month, “there must be a 
reason,” Write for all the reasons, 
Price, etc, 


DEKNATEL 


QUEENS VILLACE (L. f.). NEW YORK 


IT WILL BE BETTER WHEN 


Dinek Contot 


ARE USED! 
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Walton County Hospital.........................-.i Monroe 
Illinois 
Hale-Willard Memorial Hospital..................... Anna 
Caos SUN nis 2 Charleston 
pe PN We IN si icicle Se tides La Salle 
| RT ARR Seeley a Avon 
Indiana 
Mepergency Hoapital...-.2:-...........--. 2. Tipton 
Emhardt Memorial Hospital.................. Indianapolis 
ny PU, SNC ie Argos 
Kneipp Springs Sanatorium...................... Rome City 
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New Institutional Members. 





Mount Mercy Sanitarium.................-......0.2-2.0-...-. y 
Parkview Figen oo ses Plymouth 
Iowa 
Associated Hospitals Service, Inc............. Sioux City 
Perens * Teme nw. Belmond 

Henry County Soldiers’ and Sailors’ 
Memorial Hospital.......................... Mount Pleasant 
Kansas 
St: Amttemy Howpital.-.o.......... Dodge City 
State Sanatorium for Tuberculosis................ Norton 
Maryland 
Bon Secours Hospital.................-.-.--eeeees--+ Baltimore | 
Cedarcroft Sanatorium.......................... Silver Spring 
Michigan 
DONS TE i Durand 
Saratoga General Hospital..............22...02...-...... Detroit 
Minnesota 
Glencoe Municipal Hospital..........0.0..0.2......... Glencoe 
Glenwood Hills Hospital.......................... Minneapolis 
Piuaecure Senitarium..................:..:............ Shakopee 
Sleepy Eye Municipal Hospital................ Sleepy Eye 
Mississippi 
eis Sa Brandon 
East Mississippi State Hospital.................... Meridian 
Fiail Clinfe and PMospital.............-..-.--....:..:...0-4 Shelby 
Magee General Hospital............2.2..2.2220.2.----eee Magee 
McComb Infirmary, Ie... ks McComb 
Mississippi State Hospital..........002.0202.02...... Whitfield 
North East Mississippi Hospital................ Booneville 
be | Reece er ae Vicksburg 
Yazoo Clinic and Hospital......................... Yazoo City 
Nebraska 
Associated Hospital Service..................22.......- Omaha 
Pairatres Tieptal...5.. 2. Scottsbluff 
Pairwty THOME 2c Fairbury 
Mary Lanning Memorial Hospital.............. Hastings 
“DOC URROT TONE nosis see Tecumseh 
New Jersey 
Allenwood Sanatorium............0222.......-.-...-- Allenwood 
Theresa Grotta Home for 
CRE a eee ee Caldwell 
New York 
Home and Hospital of the 
Datupabers of Jeet... ci New York 
St. Anthony's Hospital....2:................... Warwick 
North Carolina 
Charlotte Memorial Hospital.................... Charlotte 
Davicson Hospital ..= 2.2 ........k: Lexington 
|e” RRR: See kar ARES Ratna aE Lenoir 
McCauley Private Hospital... Raleigh 
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SHOW THIS 10 YOUR PROSPECTIVE DONORS 
OF MEMORIAL ROOMS 


Here is one of our very popular 
private room groupings—a beau- 
tiful Chippendale Suite (No. 800) 
in natural mahogany finish, no 
color added. A lot of style and 
character, yet inexpensive both in 
original cost and in maintenance, 
in comparison with metal. An 
ideal selection for hospitals hav- 
ing prospective donors for Me- 
morial Rooms. Available for 
prompt shipment. Full-color il- 
lustration, complete description 
and price information will be sent 
on request. 




































HILL-ROM COMPANY, Inc. 


Hill-Rom furnished rooms have a definite therapeutic influence on the patient, 
BATESVILLE, INDIANA Ww and result in greater occupancy of the revenue-producing rooms. 









HILL-ROM FURNITURE. 


FOR | ee: m.O@ 0 ER NR f#- 0 S P TAL 
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Put YOUR WALLS 


Coukke A round this iclure. 


THE 
PERPENDICULAR 
PRONOUN 


The single letter word ‘I''! Ask yourself, "Have 
| made the progress | expected to make by 
19422" "Have | been lacking in ability, diligence 
and perseverance?" Or have circumstances en- 
veloping your present employment been respon- 
sible? If your answer to the fi rst question is 
definitely "No" and to the second, "Perhaps" or 
"Yes"... then the Bureau can help you... es- 
peciall right now while opportunities are rampant 
throughout the country. Won't you drop us a line, 
in strictest confidence of course, and let Ann 


Ridley Woodward heip you? 





































Carrom Wood Furniture very definitely transfers to 
hospital rooms a warm, friendly atmosphere that helps 
to relieve the distressing feeling of “institutional detach- 
ment” that many folks associate with hospitalization. 


And yet... Carrom Wood Furniture is strictly HOS- 
PITAL FURNITURE . . . designed first and last for 
hospital service. It is not domestic furniture, labelled for 
hospital use. This is a point worth considering when 
planning a furnishing program . . . by the room, by the 
piece, or by the hospital. Consult us about furniture. 
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SERVING 
SINCE 1896 


Aznoe’s - Woodward Medical Personnel Bureau 


Ann Ridley Woodward, Director 








CARROM INDUSTRIES, INC. 





30 N. Michigan Ave., Suite 422-D, Chicago, Ill., U. S. A. 
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UNL FAG sna ect Siete 


Roanoke Rapids Hospital.................. Roanoke Rapids 
North Dakota 

Community Pompitali.....<.-5.0..00 6 Rolette 

Rolla Community Hospital......................-..-....-- Rolla 

RS | Ra aaa ea nen cae es Wahpeton 

| Seen To A CE Jamestown 

Ohio 

Hospital Admissions Bureau............................ Dayton 

Meepital Bureau, Ine... Canton 

Hospital Certification Service.................... Columbus 

Moanitnl Gerace, Tne. Lima 

McMillen Sanitarium..............................----+- Columbus 

Windsor Hospital... 22... Chagrin Falls 

Oklahoma 
Capitol Hill General Hospital.......... Oklahoma City 
Ming-Vernon Hospital...............20.2..2.2..2..--+- Okmulgee 
Oregon 

EU aR RTE NICE INTE Myrtle Point 
Pennsylvania 

Pe TN nance Johnstown 

ETI REACTOR TE Roaring Spring 

Philadelphia Psychiatric Hospital........ Philadelphia 

Pine-Hall Convalescent Home.............. Philadelphia 

Sacred Heart Hospital............................. Allentown 
South Carolina 

Aiken County Hospital ...:........2.:....-........:2 Aiken 

Berkeley County Hospital.................. Moncks Corner 

Greenwood Hospital................................-. Greenwood 








Onthopedic “ompital....-.:.. 2-32 --s... Columbia 
DR Ee OIA oo nooner Six Mile 
RR TI tion cen aap tcnscrncel Chester 
York County Hoapital........:.........................-. Rock Hill 
Texas 
Cowper Clinic and Hospital...................... Big Spring 
Come Wir SN ce. Nixon 
Decatur Clinic Hospital..............0.0220.000222.... Decatur 
Gainesville Sanitarium..................000......... Gainesville 
MN ai racic Delhart 
Odom-Goodall Hospital... Memphis 
oh STE ET LEST SAT Odessa 
Virginia 
I, i Grundy 
Washington 
Rpmepemens Timea ass ec Spokane 
Snohomish General Hospital.................... Snohomish 
West Virginia 
East Rainelle General Hospital............ East Rainelle 
Welch Emergency Hospital..................202022....... Welch 
Wisconsin 
Hazel Green Hospital............................---- Hazel Green 
Marinette General Hospital........................ Marinette 
Puerto Rico 
Aguirre Hospital................................ Central Aguirre 
Citnion Peveire Leal... 32. Rio Piedras 
RI cr tne see arienieensnan Arecibo 
Liamteetie Troppital 2-2-2 Arroyo 
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Coming Meetings 
1942 


October 9-11—American Protestant Hospital As- 
sociation, St. Louis, Missouri 

October 10-12—American College of Hospital Ad- 
ministrators, St. Louis 

October 12-16—American Hospital Association, St. 
Louis 

November 5-6—Maryland-District of Columbia 
Hospital Association, Annapolis 

November 11—Colorado Hospital Association, 
Denver 

November 11-12— Kansas Hospital Association, 
Wichita 

November 12-13—Oklahoma Hospital Association, 

. Enid 

December 3—Utah Hospital Association, Salt Lake 
City 

1943 

February 16-18—National Association Methodist 
Hospitals and Homes, Indianapolis, Indiana 

February 18-19—Texas Hospital Association, Fort 
Worth 

March 10-12—New England Hospital Assembly, 
Boston 
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April 14-16—Hospital Association of Pennsylvania, 








Philadelphia i. 
April 27-29—Ohio Hospital Association, Columbus to 
mel 

oe I 

m i mai 

Why the Hospitals Are Hit adj 

When the savage Hun or his brother rat oa 
From the isle of the rising sun Its 
Comes out of the blue it is certain that dep 


He hopes the destruction done 

Will be to the things that we cherish most— 
The things that are born of good; 

And, returned to his base, he will probably boast 7 


SII 


Of the ruins where a hospital stood. whi 

the 

For whenever he can he seeks to destroy for 
The things that are human and kind. han 

a 


To wipe out whatever gives comfort or joy 
Is the uppermost thought in his mind. V 

That alone is the reason, when bombs crash about, 
It is part of the enemy’s plan 

To ruin the hospitals which, without doubt, 
Are best proof of man’s love for man. 


J.H. 
The hospitals’ Laureate 
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SIMMONS EQUIPMENT OFFERS 
plus values. 10 HOSPITALS 


Today more than ever before it is necessary for hospitals 
to obtain the fullest possible value and use from the equip- 
ment they have and from that which is available. 


For example—this popular, portable Balkan frame is 
made to fit any standard hospital bed. The clamps are 
adjustable, and can be used on posts ranging from 1 1-16 
to 2 inches in diameter. Quickly assembled, completely 
demountable, and can be easily stored in minimum space. 
Its strong, rigid steel construction will give years of safe, 
dependable service. 


SIMMONS H-303 STANDARD HOSPITAL BED | 


WITH POSTURE BOTTOM SPRING 


The posture spring is mechanically operated by cranks | 
which fold inside the foot end when not in use. Raising | 
the foot end of the spring for leg comfort or the head end | 


for the patient’s ease is easily done with a few turns of the 
handles. The bed is equipped with rust-proof fabric spring 


—casters, and pressed steel sockets. 


Write for complete information about this and other 
available Simmons Hospital Equipment. 


SIMMONS COMPANY 


Hospital Division, Merchandise Mart, Chicago 


Display Rooms: 
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This important feature— 


FREEDOM FROM LINT— 


accounts in large measure for the selection of 


TABLECKART 


(ROSEMARY-BASCO) NAPERY 


for hospital food service. Ordinary fuzzy 
cloths, napkins and tray covers are 
highly objectionable where sanitary 
conditions are all-important. Tablecraft’s 
permanent Basco finish not only assures 
absence of lint, but preserves its clean 
surface and fine appearance through 
innumerable trips to the laundry.... 
Whether you buy or rent your table 
linens, it will pay you to specify Table- 
craft by Rosemary, recommended by, 
and marketed ex- 
clusively through, 





** 






#:°";/ \eading wholesal- 
: ers from coast to 


ee 8, 
“7 











NEW YORK e CHICAGO e ATLANTA e SAN FRANCISCO | 


grt. 


\|7 


IN CORFPORATED 


DEPT. 3-A e 40 WORTH STREET, NEW YORK CITY 
*Reg. U. S. Pat. Of. 








News Notes of Interest to the Hospital Field 


Dr. Kenneth B. Babcock, assistant director of 
Grace Hospital, Detroit, Michigan, in charge of 
the newly constructed Northwestern Branch since 
its opening, has been called into active service as 
a Major in the Medical Corps. Doctor Babcock will 
be succeeded at the Northwestern Branch by Dr. 
John H. Law, assistant director of the Main Hos- 
pital. Dr. Norman L. Hooper, recently assistant to 
the director of the Eloise Hospital, Eloise, Mich- 
igan, will succeed Doctor Law as assistant direc- 
tor of the Main Hospital. 





Almira Bowes has succeeded Alice B. Shearer 
as superintendent of the National Stomach Hospi- 
tal, Philadelphia, Pennsylvania. 





Juan C. Butts, superintendent of The House of 
St. Giles the Cripple, Brooklyn, New York, retired 
on June 1 after eighteen years’ affiliation with the 
institution. Thomas A. Davis has been selected as 
Mr. Butts’ successor. 





Mabel Vera Cameron has been appointed super- 
intendent of the Illini Community Hospital, Pitts- 
field, Illinois. 





Sister Mary Claran has succeeded Sister M. 


Giles Phillips, R.N., as superintendent of St. Jo- 
seph’s Hospital, Hancock, Michigan. 





Mae B. Cleverly, R.N., who has been acting su- 
perintendent of the Tobey Hospital, Wareham, 
Massachusetts, since the resignation of Amy J. 
Daniels in June 1941, has been appointed super- 
intendent of that institution. - 


Ava Crowder has succeeded David W. Finch as 
business manager of the Mary Elizabeth Hospital, 
Raleigh, North Carolina. 


rou 








Newton Fisher has resigned as superintendent 
of the James Walker Memorial Hospital, Wilming- 
ton, North Carolina. 





Dr. John D. Foley was appointed superintend- 
ent of the Lake County General Hospital, Wau- 
kegan, Illinois, succeeding Dr. Charles Lieber. 





Rhoeine A. Glascock will succeed Mrs. Claude 
Comer as superintendent of Sartori Memorial 
Hospital, Cedar Falls, Iowa, effective October 1. 
Mrs. Comer had been acting superintendent since 
the resignation of Marie Barness in December 
1941. 





Herbert F. Hammond, who has been acting su- 
perintendent of the Lincoln General Hospital, Lin- 
coln, Nebraska, since March, has been given the 
title of administrator. 
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G. R. Harris has been appointed administrator 
of the Herman Kiefer Hospital, Detroit, Michigan. 





iid 
++ 


E. Augusta Lamberger has been named admin- 
istrator of the Homestead Hospital, Homestead, 
Pennsylvania. Miss Lamberger was formerly the 
director of nurses at the Homestead Hospital. 


oo 


Louis Miller is the new superintendent of the 
Jewish Memorial Hospital, New York City. 

Lillian Nash, R.N., is the present superintend- 
ent of Gardiner General Hospital, Gardiner, 
Maine. Miss Nash succeeded Margaret A. Hebert, 
who resigned. 











Robert M. Porter has assumed his duties as su- 
perintendent of Children’s Hospital, Columbus, 
Ohio, succeeding Eva Ellen Janson, who resigned. 
For the last five years Mr. Porter was assistant 
superintendent of the City Hospital, Akron, and 
prior to that was with University Hospitals in 
Cleveland. 





Mildred Rhoads, R.N., resigned as superintend- 
ent of the Monticello Hospital, Monticello, New 
York, and Sheila Neimark has assumed her duties 
as Miss Rhoads’ successor. 





Mrs. Oneta M. Rice, R.N., succeeded Mrs. Elsie 
G. Talbot as superintendent of the Woodford Me- 
morial Hospital, Versailles, Kentucky. 

A. J. Shoneke, for fifteen years superintendent 
of the New Rochelle Hospital, New Rochelle, 
New York, resigned, effective August 1. 

Ernest R. Snyder, formerly acting superintend- 
ent of the Wesley Memorial Hospital, Chicago, 
has been appointed assistant superintendent of 
Elmhurst Community Hospital, Elmhurst, Illinois. 
Dr. Martin F. Heidgen, superintendent of Elm- 
hurst Community Hospital, has received his com- 
mission as captain in the Medical Corps of the 
United States Army and has been ordered into 
active service. During Doctor Heidgen’s absence, 
Mr. Snyder will serve as acting superintendent. 


Ellen L. Stahinecker, formerly superintendent 
of nurses at Herman Kiefer Hospital, Detroit, 
Michigan, has assumed her duties as superintend- 
ent of Children’s Hospital, Akron, Ohio. 














Rev. J. P. Van Horn, superintendent of St. 
Luke’s Hospital, Cedar Rapids, Iowa, who was to 
retire on October 1, has agreed to continue in ser- 
vice until his successor has been appointed. 

(Continued on page 124) 
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Here's The Floating Soap tor 
lospital Use That Pleases 3 Ways! 


In Purity...In Mildness...In Economy 
..No other soap is better suited to 


Hospital use than 


HEN is a soap “just right” 

for patient care? We believe 
you'll find the answer when you try 
Colgate’s Floating Soap — the soap 
made specially for hospital use! 

In purity, Colgate’s Floating 
meets the most rigid requirements. 
Its mildness, and its rich abun- 
dance of fast-cleansing, gentle lath- 
er have made Colgate’s Floating a 
strong favorite with nurses and pa- 
tients alike. Its economy has made it 


Colgate’s Floating! 


an equally strong favorite with hos- 
pital superintendents, for Colgate’s 
Floating Soap is easy on budgets! 
Ask for prices on Colgate’s 
Floating Soap in the sizes and 
quantities you need. At the same 
time, request a free copy of the 
Colgate-Palmolive-Peet handy 
“Soap Buying Guide.” See your lo- 
cal Colgate-Palmolive-Peet repre- 
sentative, or write to us direct if you 
prefer. No obligation, of course. 


For use in private pa- 
vilions,and particularly 
for women patients, we 
recommend Cashmere 
Bouquet. A fine, white, 
hard-milled soap, it is fa- 
mous for its rich, creamy 
lather...its delicate, lin- 
gering perfume! Avail- 
able in miniature sizes. 


Palmolive is becoming 
increasingly popular 
among hospitals, both 
for staff use and for pa- 
tient care. America’s 
favorite toilet soap, it 
meets the highest , 
= standards in purity. 

almolive, too, comes 
in miniature sizes. 


CoLGATE-PALMOLIVE-PEET Co. 


INDUSTRIAL 
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Florence L. Weaver, R.N., has resigned as su- 
perintendent of the Hamilton County Hospital, 
Webster City, Iowa, to accept the superintendency 
of the Evangelical Deaconess Hospital, Lincoln, 
Illinois. 





Dr. H. B. Webb, superintendent of the Waynes- 
boro Community Hospital, Waynesboro, Virginia, 
has been called to active duty with the United 
States Army at Randolph Field, Texas. 


+ 





Dr. B. B. Wells, formerly clinical pathologist at 
University Hospital, Little Rock, Arkansas, has 
been appointed superintendent of that institution. 


Santa Monica, California—A gift of $10,000 to 
the Lutheran Hospital Society of Southern Cali- 
fornia for the benefit of the endowment fund at 
the Santa Monica Hospital, Santa Monica, Cali- 
fornia, was announced by Ritz E. Heerman, gen- 
eral manager, and superintendent of the Califor- 
nia Hospital in Los Angeles. The money was be- 
queathed by Mrs. Joanna Blanche Brill. 





Leominster, Massachusetts—Under the terms of 
the will of the late Dr. Frederick-C. Schultis, the 
Leominster Hospital, Leominster, Massachusetts, 
receives the sum of $200,000. 





Ypsilanti, Michigan—The taxpayers of Ypsi- 
lanti, Michigan, approved a proposal to bond the 
city for $134,000 to be used toward construction of 
a new hospital to replace the twenty-six-year-old 
Beyer Memorial Hospital. 





Buffalo, New York—President Roosevelt has ap- 
proved a Federal allocation of $486,000 toward the 
estimated cost of $911,000 for a new hospital build- 
ing and improvements for the Deaconess Hospital, 
Buffalo, New York. 





+ 


Durham, North Carolina— William R. Rich, 
superintendent of the Lincoln Hospital, Durham, 
North Carolina, one of the outstanding negro hos- 
pitals in the country, announced the opening of 
the new nurses’ home and the new wing to the 
hospital which will be devoted to the out-patient 
clinics. 





Rubber Prospects 


The War Production Board has just announced 
the building of plants for the manufacture of arti- 


ficial rubber at the rate of 800,000 tons per year. 
Since this amount plus the available reclaimed 
rubber is estimated to be adequate to meet mili- 
tary needs with some left for the more necessary 
civilian needs it is expected that the rubber prob- 
lem will be fairly well under control. It should 
be noted, however, that these plants will not 
reach capacity operation before the latter part 
of 1943. 

There is one chemical molecule in natural rub- 
ber which chemists have not yet been able to 
solve and hence none of the artificial rubbers will 
entirely replace natural rubber. Each of the syn- 
thetics so far produced has certain characteristics 
superior to rubber itself and when properly se- 
lected may give better service. Thus at least two 
of them have a very much higher resistance to 
heat, oil, or chemicals than does rubber. Some of 
them when reinforced with small amounts of 
natural rubber have characteristics closely ap- 
proaching the natural rubber. 

Much of the delay in the adoption of the produc- 
tion program has been due to an effort to balance 
the time and critical material elements against 
the ultimate cost of production. 


thetic is butadiene. At first derived from petro- 
leum, alcohol is now a direct competitor as a 
source. As originally planned, the alcohol was to 
be derived from grain but more recently sulphite 


* liquor, a waste product in the making of paper, 


The production of the Buna group was already ° 


common in Germany and the process was to some 
extent proved. This rubber is the one which most 
nearly approaches all of the characteristics of 
natural rubber. The basic constituent of this syn- 
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is bidding as an even less costly source. Much of 
the delay in production has been over the choice 
of which source was to be used. 

The petroleum process is said to require from 
one-fourth to one-third more critical material and 
time for construction of the plants than does the 
alcohol process, but once in operation the cost of 
production by the petroleum process would be 
much less than by the alcohol process. 

Very recently both sides of the controversy have 
announced the discovery of new processes—the 
petroleum process to reduce the time and material 
necessary to start production and alcohol process 
to markedly decrease the cost of production. 

Very evidently the emergency will not wait for 
the solution of all of the problems. About all that 
the innocent bystander can decide is that he must 
do everything possible to conserve such rubber as 
he has or can secure, that most of his needs may 
ultimately be met by some one of the synthetics, 
that whatever process for their production is 
adopted it stands a good chance of being obsolete 
by the time it is ready to produce and finally that 
some encloistered chemist may crack the elusive 
rubber molecule overnight and render natural 
rubber no longer necessary. 
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F IRST of all, Germa-Medica 
is a bland, soothing soap. The 
high synthetic olive oil con- 
tent keeps the hands soft and 
supple. 
Also, all impurities are re- 
moved from Germa-Medica. 
High-pressure filtration makes 
the emulsifying lather 100% 
pure. .assuring real economy. 
Furthermore, Germa- 
Medica counteracts hard water. Thus it prevents the minerals from harming 
tissue undergoing intense scrubbing. 

Levernier Dispensers* offer complete sterilization—the only dispensers that 
permit the immediate removal of the entire dispensing unit for sterilization. 
These dispensers, unlike the air-pressure type of dispenser, are sealed against 
bacteria and do not permit bacteria to reach the soap. 

All Levernier Soap Dispensers, for standards of excellence, are approved 
by the American College of Surgeons. 

*Furnished free to quantity users of Germa-Medica. 


THE HUNTINGTON 4% LABORATORIES INC 


DENVER HUNTINGTON, INDIANA ° TORONTO 


GERMA-MEDICA 


AMERICA'S FAVORITE SURGICAL SOAP 
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